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Nutrition” 


— a sound film — 


This film aims at giving elementary instruction in nutrition. 
It deals with the food requirements of a family and briefly 
describes the functions of the main types of nutrients. 
Particular attention is given to vitamins, and the vitamin 
content of an average day’s diet is considered in detail. 


‘** Simple Nutrition ” has been designed chiefly for the use 
of sister tutors, health visitors, school meals organisers and 
domestic science teachers. 


_ The film can be borrowed, free of charge, in either 16 mm. 
or 35 mm. _ It is in black and white, and is a sound film 
running for approximately 20 minutes. 
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SUCCESSFUL BREAST 


Throughout the Country 


FAILING LACTATION 


continues to be replaced by 


with the aid of 


ACTAGOL 


THE GALACTAGOGUE 


Samples for clinical trial and specially reduced prices frcm Infant Welfare Dept., Lactagol Ltd., Mitcham 
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DEOSAN 


first name 
communal 


hygiene 


cleanliness, the Medical Officer of Health or 
Sanitary Inspector has no more valuable ally 
than Deosan. There’s a Deosan product for. 
every problem of cleaning and sanitisation. 
Deosan Limited, (Call on Deosan for practical help when you 
Catering Hygiene Division, have ‘difficult’ cases. 
42/46, Weymouth St., London, W.1. 
(One of the Milton Group of Companies) 
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WEETABIX brings bid HOSPITAL CATERING . 


° SUPERVISORS ° 


You are invited to write for a 


sampling purposes. It will be gladly 
sent free of charge, together witha °* 


It’s an exceptional child, however apathetic about meals, that can resist the * useful recipe booklet. ie 
« Weetabix Ltd., Dept. 45G, Burton e 


- Latimer, Nr. Kettering, Northants. . 


back absent appetites * 6 Biscuit packet of Weetabix for : 


light, inviting crispness of golden Weetabix. For old people too, as well 
as convalescents, Weetabix helps to bring back absent appetites and build 
up strength and energy. Weetabix is full of natural goodness — made from 
whole wheat, scientifically cooked . . . sweetened with sugar . . . enriched 
with malt .. . it is rolled wafer-thin, moulded into feather-light biscuits _ 
and toasted to perfection. Ready for immediate use in many delicious 


ways, Weetabix makes nourishment easy to give and tempting to take. 


The whole wheat cereal-more thah a breakfast food 
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Pity the expectant mother 
bombarded with ‘‘don’ts” 


But one thing she should do 


. . She should take her vitamins A and D. 
These vitamins not only smooth the way for a 
trouble-free pregnancy; they promote strong 
natural resistance to infection. One Adexolin 


Capsule daily is a simple routine easily. fol- 
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lowed by any expectant mother. Adexolin is 
in no sense a medicine ; it is a food factor, a 
logical supplement for every young child as 
well — for daily Adexolin Liquid promotes 
strong skeletal growth and puts protection 


into the diet. 


VITAMINS A and D 


CAPSULES AND LIQUID Special terms to Welfare Authorities 


GLAXO LABORATORIES LIMITED - GREENFORD - MIDDLESEX - BYRon 3434 
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EDITORIAL 
Policy on Health Centres 


In these days when the air is full of honeyed words 
about co-operation between health departments and 
family doctors, when health visitors have assumed 
almost angelic form in the eyes of the B.M.A., and 
when the ominous word “ encroachment ” is being at 
last allowed to rest in peace, we are puzzled by the 
almost complete apathy which reigns, centrally at least, 
over the development of health centres, once held up as 
the future foci of general practice hand-in-hand with 
the local authority personal health services. Finance, 
and the very high cost of one of the prototype centres, 
may have been a good reason for putting further pro- 
jects on the shelf for a year or two, but now that hous- 
ing has been so successfully stimulated by the late 
Minister, Mr. Harold Macmillan, and now that the 
Chancellor of the. Exchequer is urging expansion, it 
would seem that the time has arrived for some further 
thought about health centres, to which local health 
authorities and medical officers of health have already 
given so much planning effort. 

We have been moved to these words by a view of the 
new health centre provided by Essex County Cc ur cil 
in the L.C.C.’s Harold Hill estate which houses some 
30,000 people at a cost of some £42,000, for this building 
seems to us to show convenience and good planning at 
a very reasonable cost for the return expected from it. 
A most unusual feature mentioned in the county 
council’s booklet about it is that no less than nine prac- 
titioners have asked to use the four suites provided 
there, and are in fact doing so on a Box and Cox 
arrangement. Our impression has been that previous 
health centre projects have often foundered on the lack 
of enthusiasm for them amongst the local practitioners, 


even in new housing estates where doctor’s private 
houses and surgeries are not already established. This 
attitude was shown in the report of the Cohen Com- 
mittee on General Practice, which said that the 
advantages urged in favour of health centres may be 
more easily secured by the evolution of group practices, 
but this viewpoint, apparently held also by the Minister 
of Health, ignores the particular advantages of health 
centres in providing common accommodation and a pro- 
fessional meeting place for family and public health 
doctors, and health visitors, midwives and district 
nurses—not to speak of the advantages for the public 
who use the services of all these people. 

Our own Society showed its expectation that health 
centres would be a very important and useful develop- 
ment under the National Health Service Act by appoint- 
ing a special committee with Professor R. H. Parry as 
chairman which produced a well thought out report 
before the appointed day in 1948. Professor Parry 
indeed has been able to put his ideas into practice at 
the William Budd health centre (the successful operation 
of which since September, 1952, is described by Dr. 
R. C. Wofinden, deputy M.O.H. Bristol, in the annual 
report for that city for 1953); one recent development 
is that the G.P.s have recently started to run their own 
M. and C.W. sessions there, and it is hoped that a 
minimal x-ray and pathological service will be added. 
Dr. Wofinden notes particularly the “enormous im- 
provement ” in co-operation between the G.P.s and 
L.H.A. workers in the area. 

Yet we must recall that only the Gloucestershire C.C. 
Hester’s Way centre at Cheltenham, and the Harold 
Hill centre have been added to the active list this year, 
and that the grand total of centres provided by Local 
Health Authorities under Section 21 of the Act has only 
reached the figure of six. Whilst the advantages of the 
experiment are clear, surely this is very slow progress? 
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“ EDUCABILITY ”* 
By L. J. Bacon, M.D., D.P.H. 
Deputy Principal School Medical Officer, Hampshire 

Under this rather ugly, but brief and convenient title, I 
propose to discuss some of the problems that arise in trying 
to decide whether a child with a disability of mind is educable 
within the school system, or whether he shall be reported 
to the Mental Health Authority under Section 57 of the 
Education Act. 

When I chose this subject I was under the impression that 
in Hampshire the number of appeals against report was 


increasing, and so also the number of successful appeals— 


and that the problem although not new was to that extent 
becoming more pressing. I should add that investigation 
did not support my impression : the numbers of decisions 
to report, of appeals, and of appeals upheld has shown no 
consistent rise or fall in the last eight years. Nevertheless, 
I think the problem is worth discussing. 

The fact that one’s opinion that a child is ineducable may 
be the subject of appeal by the parent, and that the deciding 
factor in such a case will be the opinion of one of the Medical 
Officers of the Ministry of Education, means that one’s 
decision cannot be made simply by_a conscientious assess- 
ment of what seems best for the child. The parent and the 
Minister’s Medical Officer have to be satisfied too, which 
implies that there must be some absolute standard other 
than the child’s welfare. 

The Education Act sets out to provide education suited 
to the child’s age, ability and aptitude—.e., it aims to suit 
the education to the child : but it then provides for this 
one important exception in respect of the child with a 
“disability of mind.’ It is hardly to be supposed that 
those who framed the Act believed that children fall into 
two clear groups—those who can and those who cannot 
benefit from education. On the contrary it is clear that the 
idea was to go to certain lengths to cater for the child of 
inferior intellect, but not all the way ; in fact “‘ineducable”’ 
means “‘ not worth educating.” 

Section 57(3) of the Act clearly relates the child’s disability 
of mind to the education provided within the educational 
system—so that “‘ educability ”’ is a function of two variables, 
the child and the education provided. But the Act gives no 
guidance as to the level down to which education shall be 
carried. A’clear exposition of the purpose of education would 
provide valuable assistance in deciding whether any par- 
ticular child is worth educating; I know of no such 
exposition. One can readily “‘think up” a number of 
different objectives in providing public education—e.g., to 
enable a child to earn its living, or to enjoy life, or to be a 
useful member of the community, or to manage its own 
personal affairs, or to avoid breaking the law !—which call 
for widely differing qualities and levels of intelligence. 
What is clearly not envisaged is that education is designed 
to develop to the full the capabilities of every child, for one 
has only to see the response of some of the children in the 
Occupation Centres provided by Mental Health Authorities, 
to realise that any child above idiot level is trainable. 

I have not yet succeeded in extracting from any of my 
colleagues in the Education Department any clear exposition 
of their own views as to what constitutes ‘‘ educability.”’ 
The nearest approach to an opinion in the matter appears 
to be that the child, to be educable, must be capable of 
some progress in the “‘ three Rs ’’—with particular emphasis 
on reading. The main criterion of success in our special 
school seems to be that the child’s ‘‘ reading age ”’ shall 
have been brought up to his chronological age before he 
leaves school. 

There is, of course, a distinction to be drawn between 
mechanical reading and comprehension, and I believe there 
is general acceptance in the educational world of the view 
that a ‘‘ mechanical reading age ”’ of less than 9 or 10 years 


*Paper read to the Southern Branch, Society of M.O.H., 
Winchester, 13th April, 1954. 
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“at school-leaving age will mean illiteracy : such a child 


will find reading too difficult and will quickly forget how to 
do so. A mental age of 94 at age 16 corresponds to an I1.Q. 
of 63, so that we must suppose that the Education Authority 
here sets its level of ‘‘ educability ” a great deal higher than 
we medical people have been accustomed to do. That this 
is so, and that Education Authorities in general adopt the 
Same view in practice, is evidenced by the extraordinarily 
little provision made in special schools for the ‘‘ low-grade ” 
and educationally sub-normal pupils and _border-line 
ineducables. Essentially this seems to be a matter to be 
thrashed out between the lay and medical personnel of the 
Special Services Branch of the Ministry : but if the result 
were a decision that future literacy is the proper criterion 
and that children who are not expected to achieve a reading 
age above about nine and a half years are to be regarded as 
ineducable, then Mental Health Authorities would need to 
reconsider the scope of training they are prepared to give 
in their occupation centres and home training schemes. 

The emphasis on reading as a primary aim of education 
has led, in this county, to a policy of providing special 
schools only for children of secondary school age. The 
argument is that younger children of low I.Q. are not yet 
ready to receive teaching in reading, and that the ordinary 
schools can give them as much teaching as they are capable 
of benefiting from. This seems to me very questionable in 
view of the large classes and consequent impossibility of 
giving individual attention; and, of course, it does not permit 
of a solution to the problem before us—that of testing 
educability by suitable special schooling. 

Of 10 children who have been the subject of appeal in 
this county in the last two years, six have been of infant 
school age. Many others of this age were reported during 
the same period as ineducable (without appeal) who were in 
fact ‘‘ border-line ’’ cases : these children did not have the 
benefit of trial in a special schoo]. The provision of a special 
school, which in a county would of necessity be residential, 
for children aged five to seven, which would take the lowest 
grades of child with the particular purpose of testing 
educability, would appear to be the proper solution of this 
problem. 


Criteria for Assessing Educability 

Let us consider the criteria that we do in practice adopt— 
or rather the factors which may influence us—in deciding 
whether a child is educable. They appear to me to be as 
follows :— 

(1) The child’s performance in school. 

(2) The child’s behaviour in school and at home. 

(3) The child’s performance on test. 

(4) The parent’s reaction. 

(5) The special educational treatment available. 

(6) The training and care available if the child is 
reported.” 

Performance in school is probably the commonest first 
selection factor, and certainly the most apposite. In every 
case where the child has attended school at all we have our 
“*3 H.P.”—or should have : for my part I regard it as 
indispensable. I cannot imagine that any School Medical 
Officer would ever dream of reporting a child who has 
attended school as ineducable without wanting to know how 
he got on there. But, we well recognise that to have failed 
to progress in school is not final evidence of ineducability. 
What was the school like ? Did the child get any special 
educational treatment ? How big were the classes? How 
many parallel streams were there? How understanding, 
how conscientious, how intelligent, and how interested in 
dullards was the class teacher ? The criterion, then, is not 
to have failed in school ; but to have failed with suitable 
special educational treatment—and how often do we feel 
that the child has had that? In practice, with children of 
border-line level, it means that the child should have been 
to a special’ school. 

Then there is the question of the child’s behaviour at 
school. Frequently the child is unacceptable at school less 
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on account of his failure to progress educationally than 
because of his difficult behaviour. This may be simply due 
to immaturity—the relationship between the rates of intel- 
lectual and emotional development is an interesting subject 
to which I shall refer later. Or it may be positive bad 
behaviour, due perhaps to frustration or ridicule resulting 
from the child’s lack of success in his work. 

Inevitably we are influenced by—or at least must take 
account of—the teacher’s report that the child is unacceptable 
in school on behaviour grounds. But here again it seems 
important to ask oneself whether the school was an appro- 
priate one for getting the best out of the child in spite of 
his behaviour and for remedying his behaviour : in fact, a 
suitable special school. 

An important group of these border-line children are those 
who have not attended school, but are brought to our notice 
at or before school-entry age because it is believed that they 
are not ready for, or will not prove acceptable in, the infant 
school. The School Medical Officer is inevitably influenced 
by the parent’s account of the child at home—what he can 
do and cannot do, and how amenable to control he is. It is 
our practice in Hampshire, if we think the child is not 
ready for, or acceptable in, school to defer a decision for 
six or more months ; and then to try the child in school. 
(May I re-emphasise that I am speaking of border-line 
cases—I am not suggesting that every idiot or imbecile 
should be tried in school.) If the child then makes no 
progress or proves unacceptable, he should then, of course, 
be tried in a suitable special school : but as we all know 
the problem in practice is the lack of such schools for border- 
line ineducables of infant school age, and sometimes we are 
forced to recommend that the child be “‘ reported ” without 
a proper trial, or else to bow down in The House of Steiner ! 


Performance on Test 


The I.Q. remains our stand-by—and rightly—but cannot 
provide an absolute standard of educability because (a) 
we do not know precisely what we ere testing and are 
justified in assuming only a general correlation between 
1.Q. and educability, not an absolute one applicable to each 
individual child, (6) intelligence is patchy and one cannot 
assume that a poor achievement in some respects precludes 
the necessity to develop other faculties by education, (c) of 
physical limitations, (d) of emotional limitations. 

Apart from difficulties of assessment, I.Q. is only a measure 
of intelligence, not a measure of educability. Intellect 
varies from child to child as a smoothly graded curve : there 
is no sudden drop to indicate a distinction between the 
ineducable and the educable child. ‘True, we accept an 
1.Q. of somewhere about 50 as the border-line—some might 
put it at 45, some at 55, but wherever you put your level 
you still recognise it to be only a rough indication—a centre 
point in a hazy border-zone. And suppose we say, as I 
suppose most of us would, that (granted a confident assess- 
ment and-no other handicaps) a child with an I.Q. of 35 
is clearly ineducable and one with an I.Q. of 65 is educable, 
what do we mean by that? What qualitatively is the 
difference ? 

Quantitatively, the test boils down to a check on the 
reliability of our first criterion—achievement in school. It 
is merely a means of satisfying ourselves that the child’s 
failure in school is genuinely due to a disability of mind 
and not to other causes such as bad teaching, or school 
absence, or, of course (for the mental test must never be 
dissociated from the physical examination that accompanies 
it), to associated physical defects. It is then a check on the 
existence and degree of disability of mind ; not a measure. 
of educability. It is also of course an excellent way of 
getting to know a great deal about the child in the shortest 
possible time : for which reason I am strongly averse to the 
test being delegated to an Educational Psychologist—.e., 
disassociated from the physical examination. 

It is sometimes claimed that the Educational Psychologist 
can learn far more about the child as a result of his testing 
than can a mere doctor, because of his knowledge of the 
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significance of success or failure in the different types of 
sub-test and of the different types of response. Certainly 
they do read an enormous amount into the qualitative result 
of the test, and we find part of our problem arises from a 
tendency of educational psychologists to say, in effect, ‘‘this 
child’s I.Q. is 65 but because of the quality of his responses 
he must be deemed ineducable.’”’ I intend to come back to 
this aspect of the subject later on. 

I would not wish to be interpreted as suggesting that 
nothing should be derived from a battery of mental tests 
except an I.Q. On the contrary, I believe that a great deal 
can be learned about the child from the nature of his responses 
—but I would emphasise that the person to“learn this is the 
person who has the responsibility to advise as to educability. 
We generally accept that a relatively high competence in 
performance tests (as opposed to reasoning tests) augurs 
well for getting on all right in the world after leaving school : 
and to me it seems logical to regard such competence as 
evidence of educability—on the ground that the boy or girl 
who has a chance of holding down a job, however lowly, 
should not be “ written off”? by the Education Authority : 
what he needs is education specially adapted to develop 
his own limited aptitudes. For my part I would also give 
credit for cheerfulness, humour and co-operation. I do not 
mean by this that I would vary the I.Q. score on these 
grounds ;_ but that it would influence me in deciding 
whether a child is worth educating (i.e., “‘ educable ’’). 

Intelligence tests (of a sort) go back far beyond the days 
of Binet. The folk-ballads of these islands indicate that some 
sort of ‘‘ intelligence test ’’ was used on occasion in selecting 
one’s spouse (and for what purpose could it more properly 
be used ?). 

‘* Questions six ye’ll tell to me, 
And that is three times twa, 
Afore I lie in your bed, 
Either at stock or wa’.” That was the lady. 

Sometimes the test was applied the next morning when it 
was the knight that was in a position to bargain and make 
conditions :— 

““Tf thou canst answer questions three 
This very day will I marry thee.” 

And the tests were essentially tests of a ready wit. ‘“‘ Oh 
what is sharper than the thorn ? ’’—‘* Hunger’s sharper than 
the thorn.” ‘‘ Oh what is deeper than the sea ?”’—“‘ Hell 
is deeper than the sea’’—and so on. Catch questions, if 
you like, such as are carefully excluded from our batteries 
of tests nowadays. I wonder if we are right ! 

Then we are prone to be influenced by the parent’s reaction. 
This is inevitable when we know that if the parent appeals 
he will, in certain circumstances, win his appeal despite our 
own confident conviction that “‘ report’’ is in the child’s 
interests. Parental reaction is interesting, and not always 
predictable. We all know the complex range of ideas and 
emotions that may govern the reactions of parents in these 
cases—genuine affection for the child or scarcely concealed 
hatred ; a fear that the child will be taken away, or a fear 
that he will not ; over-protectiveness, or callous rejection ; 
intelligent studious balancing of the pros and cons, or an 
obstinate unreasoning prejudiced ignorance. Many parents 
of ‘‘ineducable”’ children are, of course, intelligent— 
particularly those of children whose defect of mind is not 
of an inherited nature, such as mongols and “ spastics.”’ 
Others who are of subnormal intelligence will resent the 
suggestion that their child is so lacking in intelligence as to 
be not worth educating. I think we are prone to assume 
that their objection is based on the same belief that we our- 
selves hold, that the child lacking in intelligence is an 
inferior being : we assume that they resent this implication, 
and object to a “‘ charge ”’ of ineducability accordingly. 


But I wonder if this really is so : whether in fact their 


objection to their child being excluded from the educational 
system is not based on precisely the reverse view—that 
intelligence is an overrated, if not superfluous, quality. I 
do not mean that they actually reason in this fashion—I am 


ute 

3 

i 

; 
» 
af 

he 


speaking of parents of low reasoning ability. Rather is it 
suggested that every one of us unconsciously regards him- 
(or her-) self as a typical member of the human race, alike 
in body and mind, and tends to regard everyone who is 
different, in any particular, as being to that extent a slightly 
‘abnormal specimen. Your tall person regards tallness as 
normal and the little man as slightly deviating from the 
normal ; your little man may secretly envy the tall man— 
but in doing so his wish is to depart from the normal in that 
espect : his own small stature is still his yardstick of 

ormality. ‘Those of us who regard ourselves as being of 
average or superior intelligence regard the dullards as lacking 
in a quality necessary for optimum manhood ; when we 
turn to consider those whose intelligence exceeds our own 
we may admire, respect, and envy them, but we nevertheless 
regard them as something in the nature of freaks : we are 
the yardstick from which all who depart are abnormal. 
And this is more a feeling, an emotional reaction, than a 
rational one—in fact when we start thinking about it we 
begin to realise the fallacy of the belief ! 

I do not think we have any reason to suppose that a dull 
or stupid person has any different reaction to his fellow 
men, in this respect, from our own. No doubt he, too (you 
will note that I use the third person—for however stupid I 
may be, may the Lord preserve me from ever realising it ! 
“Oh Lord, we pray Thee gie us a guid conceit o’ oursel’s ” 
remains essentially a prayer for sanity !)—no doubt he, too, 
considers his particular level of intellect, and that of his 
child, to be the “‘ normal,” and regards the children in the 
top three-quarters of each school class as freaks—certainly 
not as the yardstick by which his own child should be 
measured. And by the same token no doubt the School 
Medical Officer is to him also an odd body with completely 
cock-eyed ideas about what is really important in our 
make-up. 

I suppose that the instinct of most parents to protect 
their children from being classified as ‘‘ inferior ’’—or even 
different—is fundamentally sound : and one wonders how 
much of the “‘ dullness ”’ of the dull child may be due, not to 
his or her inferiority of intellect, but rather to the continuous 
dwelling upon that inferiority which tends to take place in 
school. Classically, your simpleton is a happy soul : The 
Fool is also the Joker : you know the rhyme :— 

*'There goes the happy moron. 
He doesn’t care a damn. 
I wish I were a moron— 
My God—perhaps I am !” 

But I suspect that a survey of our lower grade E.S.N. 
children would show a preponderance of defensive apathy 
among them. Is your happy simpleton a myth—or at least 
an exception ?—or might it be that our educational system 
destroys his spirit in trying to stimulate his mind? With 
our physically handicapped children we take it as a basic 
requirement that emphasis should be laid upon their capa- 
bilities rather than their disabilities—upon what they can 
do rather than upon what they cannot. Surely, this should 
equally be the approach to the child with a disability of 
mind. 

I seem to have wandered away from my theme—the 
criteria of educability. The point I wanted to make is that we 
are bound to take account of parental reaction, and that 
this may be based upon standards totally different from our 
own. 

The conscientious School Medical Officer, confronted 
with a “ border-line ” child, will ask him- (or her-) self 
“‘ which is going to be best for the child ?—retention within 
the educational system, or exclusion from it?” And the 
answer will, of course, depend both upon the facilities 
available for special educational treatment and upon those 
available for training defectives. 

This ought not to be so, of course ; for it means that 
‘* ineducability ” is a result not only of disability of mind 
but also of lack of educational facilities. It means that the 
same child is or is not excluded from the educational system 
according to where he happens to live. Yet—however the 
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matter ought to be—I think it is true to say that the only 
practical criterion of any value is the child’s capacity to 
benefit from the most suitable special educational treatment 
which is available to it. 

If that be accepted, it follows (to my mind) as a corollary 
that the onus of decision should not fall upon the School 
Medical Officer at all, but upon the Chief Officer of the 
Education Department. 

The responsibility of the School Medical Officer should 
be that of assessing the capabilities and disabilities, both 
mental and physical, of the child ; and of presenting a 
report on these understandable by the layman. Then, I 
suggest, it should be up to the Education Officer to decide 
whether he can or cannot educate a child with those dis- 
abilities. I appreciate, of course, that that cannot be done 
under the Education Act as it stands. It may be contended 
that as things are now the decision ts an educational one, in 
that it is the Education Committee that authorises the issue 
of a report under Section 57(3), and the Education Officer 
that issues it. True, but so far as my experience goes these 
are automatic procedures following upon a recommendation 
for which the Principal School Medical Officer takes clear 
responsibility. If, as I contend should be the case, the 
School Medical Officer were merely to present a report, 
upon which the Education Officer had to decide, then every 
decision to report under Section 57(3) would be an admission 
by the Education Officer of a failure in his own Department 
to provide education for that child according to its age, 
ability and aptitudes. 

The final criterion of “‘ ineducability ’’ which I mentioned 
was the availability of means of treining the child as a 
defective. Hard indeed is the lot of the child who is kept 
within the education system, despite the lack of any suitable 
means of educating him, for no better reason than that 
nothing can be done for him if he is “ reported” ! 

It is easy enough to see that a sort of negative competition 
can readily arise here. ‘The Education Authority may 
default in providing special educational treatment for border- 
line defectives in the hope that the Mental Health Authority 
will step up its occupation centre or home training and take 
them off its hands—while conversely the Mental Health 
Authority may feel that each trainable defective represents 
a repudiation of its responsibilities by the Local Education 
Authority, and limit its own facilities accordingly. A remedy 
for this, which has been more than once suggested, is that 
the Local Education Authority should be responsible for 
the training, whether at home or in centres, of mental 
defectives. ‘To me this seems logical, though one can see 
all sorts of practical difficulties : the most important one 
being that so long as a Local Education Authority has less 
money than it would like (which will always be the case) it 
will use its resources for the normal or superior children 
and not the dull ones. 

So far I have been speaking of children whose “ dis- 
ability of mind ” is an inferiority of intellect uncomplicated 
by physical disability or deep emotional disturbances. 

But, as we all know, it is the children with multiple handi- 
caps who create the hardest problems, both of assessment 
and of disposal. 

Of the 10 children who were the subject of appeal in this 
county in 1952 and 1953, one only was physically normal ; 
two others were Mongols, and the remaining seven had each 
a physical disability—two cerebral palsies, two epileptics, 
one deaf, one partially deaf, and one hydrocephalic. 

On the physical side it is perhaps the cerebral palsy cases 
that are most difficult. They are, or seem to be, commoner 
within the last 10 or 15 years. At any rate we hear a great 
deal more about them, partly because it was realised that 
less was being done for them than might be, and treatment 
schemes were started which won a lot of publicity ; and 
partly because of the development of central and 1 
organisations of parents and others particularly interested 
in these children. The cerebral palsied child can, of course, 
be extremely hard to test as regards his intelligence, par- 
ticularly if speech and hand-movements are both affected ; 
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and no doubt some under-assessments have been made. 
These have been publicised and have led to an erroneous 
belief among the laity that ail ‘‘ spastics ” are of normal or 
superior intelligence, and also that our standard intelligence- 
tests are inapplicable to “‘ spastics.’”’ Both these beliefs are, 
of course, quite untrue, and I think we have to resist any 
attempt to shake our faith in the reliability of our own tests. 
It may, of course, easily happen that a child with cerebral 
palsy can perform only certain of the Terman-Merrill Tests 
because of physical disability, but that does not detract 
from the significance of the tests he can perform. It may 
reduce the reliability of an I.Q. assessment, because this is 
based on a small number of tests ; or indeed it may make 
it unwise to calculate an I.Q. at all ; but it does not detract 
from the significance of failure of a 10-year-old child to 
perform five- or six-year-old tests which are within its 
physical capacity : nor for that matter does it detract from 
the significance of a 10-year-old succeeding in tests at a 
12-year-old level though it may fail five-year-old tests 
because of its physical limitations. 

Personally, I am a great believer in trying to modify the 
tests to suit the child’s physical capacity, rather than cutting 
them out altogether. One has to bear in mind, of course, 
that the test is no longer a standardised one—but that 
doesn’t mean that it can tell you nothing about the child’s 
mental capacity. 

It is an interesting and instructive exercise, which no 
doubt some of you will have performed, to list the various 
tests we use—not only all the Terman-Merrill sub-tests, 
but also the various performance tests—according to the 
physical capacities that they demand. It will be found that 
very few children are completely untestable. 

Those who are for practical pusposes untestable are likely 
to be the deaf-mute-blind, and the cerebral palsied children 
with neither speech nor hand control. These children may, 
of course, have no primary amentia : their intelligence may 
at birth have been potentially normal. But are they educable? 
Do we not have to face the fact that there are certain com- 
binations and degrees of physical defect which, if they are 
irremediable, render the child ineducable despite the fact 
that there is strictly no disability of mind? Can we indeed 
say that there is no disability of mind when the mind is 
precluded from carrying out its functions either by lack of 
stimulation or information due to sensory failure, or by lack 
of executive capacity due to motor paralysis ? 

Attempts to educate such children are, of course, colossally 
expensive, and for my part I doubt whether the results ever 
justify the expenditure—and let me add that I am thinking 
less of the expenditure of money than of time, energy, skill 
and devotion. ‘To me it seems that our society has to think 
in terms of return for outlay ; and that the onus upon a 
Christian world is to provide not education but care for 
those who are so grossly defective that they can never be 
contributors to the common weal. This care can be better 
provided by.the Mental Health Authority than by the 
Education Authority. 


Emotional State and Mental Capacity 


Finally, a word about the child whose secondary defect 
is ‘‘ maladjustment ” ; by which, in this particular context, 
I mean the child whose emotional state is such that either 
he cannot use to the full what intellectual capacity he does 
possess, or his behaviour makes him unacceptable for teach- 
ing. As with physical defectives the first problem is that 
of assessment of mental capacity. I think we would all 
accept that success in intelligence tests is very much influ- 
enced by emotional state. We try to indicate this in reporting 
our results, by saying perhaps that we failed to establish an 
effective rapport with the child and consequently believe 
that the I1.Q. may have been under-assessed. For my part 
I regard it as the particular function of the Educational 
Psychologist, so far as mental testing is concerned, to be 
able to make a skilled assessment of the intelligence of a 
child whose responses are obscured by disturbance of 
behaviour or emotion. One is accustomed to seeing reports 
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from Educational Psychologists to the effect that a child 
has an I.Q. of, shall we say, 60 or more, but owing to some 
quality of mind is unable to make full use of its intelligence 
and is ineducable. The defective quality of mind may be 
of a type obvious in school class—extreme restlessness, 
distractability, apathy, or lack of concentration, for instance 
—which would lead a class teacher to say “‘I can’t teach 
this boy (or girl) ” : either because the child is uncontrollable 
in class or because the teacher cannot secure and maintain 
adequate contact with him. At other times the defective 
quality of mind may be more subtle—the child lacks judg- 
ment, not in a wholly intellectual sense, but to appreciate 
its own relationship with the world about it, or the signifi- 
cance of its own acts or those of others. A marked degree 
of this type of defect, which appears to amount to a dispro- 
portionate deficiency in a single component of intelligence, 
has frequently led to a suggestion that the child is pre- 
psychotic—that we are dealing not just with mental defi- 
ciency but with incipient dementia. Among those children 
whom Educational Psychologists report as ineducable 
despite a fairly high I.Q. are many with behaviour problems, 
and one of the commonest diagnoses is that of emotional 
immaturity. 

This concept of ‘‘ emotional development ”’ as something 
that proceeds independently of intellectual development is, 
I think, an important one. The Educational Psychologist 
says in effect, “‘ this child’s emotional development is not 
commensurate with its mental development, therefore it is 
not educable. Is there a ‘‘ normal” pattern of emotional 
development ? Does it proceed at a steady pace? Is it 
not possible that a child who at six is so lacking in self- 
control that it is not educable (in spite of an I.Q. well above 
the border-line) may make big strides within the next couple 
of years and become at the age of eight capable of receiving 
education according to its mental age ? 

If in fact our judgment as to educability has to take 
account of behaviour and emotional control, have we any 
yardstick by which this can be measured ? Here again we 
come up against the fact that the Ministry’s assessors, so 
far as my experience goes, do not recognise the existence 
of a child who is incapable of being taught up to its mental 
age ; and it is a safe bet that any case going to appeal on 
an I.Q. of 60 will find the Minister supporting the appeal. 
In this county we have used one. of the Rudolf Steiner 
** schools ” occasionally for border-line ineducable children 
whose effective intelligence is, or is believed to be, dimin- 
ished by emotional problems. We argue firstly that such 
children will not suffer by being mixed with definitely 
ineducable children (as happens in these “ schools ’’) ; 
secondly that the fact that they will get no education (as the 
County Education Officer understands that term) will do 
no harm for a term or two; thirdly, that if they really 
possess an educable standard of intelligence which they are 
precluded from using by their emotional disturbance, then 
the loving care which, with some odder ingredients, we 
believe they get in these ‘‘ schools,” will give them their 
best hope of returning to emotional normality ; and fourthly, 
that if they have been tried, and have failed to progress, 
even in a Rudolf Steiner ‘‘ school” the Authority will be 
in a far stronger position to resist appeal against an ultimate 
decision to ‘‘ report.” 


Conclusions 


I am conscious that this address has been somewhat 
diffuse, and would like in conclusion, and by way of summary, 
to repeat certain suggestions which will perhaps serve to 
focus discussion. 

(1) The Act provides for exclusion from the educational 
system on account of disability of mind but gives no guidance 
as to the degree of disability which is incompatible with 
education. 

(2) The only proper criterion of ineducability is failure 
to respond to suitable special education. 

(3) Education Authorities tend to equate educability with 
future literacy, and to provide special schools only for those 
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who it is hoped may learn to read usefully (I.Q. approxi- 
mately 60 to 65). 

(4) The Ministry’s Medical Officers appear to adopt a 
similar standard to School Medical Officers in general, and 
to support appeals with respect to children at a considerably 
lower level (1.Q.s about 50). There is thus a significant 
group who cannot readily be brought within the Mental 
Health law nor provided with suitable education. 

(5) Two alternative solutions are suggested :— 

(a) The Local Education Authority to be responsible 
for training of mental defectives (outside institutions), 
with suitable safeguards to see that they get their fair 
whack of education funds. 

(b) The County Education Officer to decide, on the 
basis of, inter alia, a report from the School Medical 
Officer, whether the child is educable—i.e., whether 
he can provide it with education according to its 
ability and aptitudes. 

Neither of these alternatives is compatible with the 
present law. 

(6) The ascertaining Medical Officer at present has his 
hand forced by certain factors which ought not to apply— 
i.e., the lack of suitable special education, the parent’s 
reaction, and perhaps the lack of training facilities for 
mental defectives. Special schools for border-line children 
of Infant School age, where educability can be put to the 
test, are particularly needed ; and not least schools which 
will cater for ‘‘ low-grade ”’ children with in addition physical 
or emotional handicaps. 

(7) A problem of ascertainment and disposal is presented 
by those children who, owing to associated disabilities of 
mind such as abnormalities of temperament, emotion, 
or behaviour are not educable to a level corresponding with 
their assessed I.Q. 


THE ROLE OF THE PUBLIC HEALTH DEPARTMENT 
IN THE PREVENTION OF MENTAL AND 
NERVOUS DISEASE* 


By I. A. G. MACQUEEN, M.A., M.D., D.P.H., 
Medical Officer of Health, City of Aberdeen 


Mental diseases and mental deficiency between them 
now take up more hospital beds than do all general medical 
conditions. ‘The neuroses constitute the commonest cause 
of absence from work. The amount of suffering and distress 
occasioned by stress diseases and psychosomatic diseases 
(if these concepts can be differentiated) is incalculable. And 
in addition to the enormous known volume of disease of 
mental and emotional origin, there is the even greater 
portion that is unknown—“‘ hidden behind the aspidistra,”’ 
in the words of an eminent sociclogist.' It is fair to say 
that at least one half of all human disease and suffering has 
its origin in faulty emotional relationships, especially in 
childhood. 

Treatment of a fully developed case of psychoneurosis 
involves the expenditure of much time and much money. 
We in Britain have not enough doctors, not enough nurses, 
not enough hospital beds, not enough money for the effective 
treatment of even the visible portion of this vast iceberg. 
Unless we can reduce the prevalence of these conditions by 
' preventive measures, the outlook is dismal indeed. 

For the neglect of mental health work to date both health 
officers and psychiatrists are to blame. The medical 
officers of health have been so engrossed in the eradication 
of formerly common infectious diseases and in the improve- 
ment of the physical health of children that they have not 
yet accepted the challenge of a menace even graver than the 
typhoid and smallpox that confronted the public health 
pioneers of last century. The psychiatrists, experts in a 
young and rapidly developing science, have tended to 
interest themselves in curative measures rather than in 
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prevention, and in the full-blown psychoses rather than the 
numerically commoner psychoneuroses and psychosomatic 
diseases. 

Let me quote from one psychiatrist who has some inkling 
of the truth : Hadfield, late of the Tavistock Clinic, says— 

“Tt is generally agreed by psychopathologists that the psycho- 
neuroses such as Hysteria, Sex Perversions, Anxiety States, 
Obsessions, Depression, and many Behaviour Disorders are 
traceable in their origin to abnormal conditions in the early years 
of life. If this is so, it should be possible by providing the right 
conditions in childhood to prevent the occurrence of these 
disorders,’”* 


Available Forces 


For the benefit of those unfamiliar with the lay-out of 
health departments let me briefly describe their staffing. 
The main human tools available to the health departments 
for preventive work are medical officers and health visitors. 
The medical officers—about one for every 13,000 population 
in the best staffed areas and half of that in the worst areas— 
are not experts in psychology: they have the ordinary 
undergraduate medical training with its smattering of 
psychology and psychiatry, followed (usually after two or 
three years of junior hospital posts) by one year of full-time 
study for the D.P.H., again with a handful of lectures on 
mental health. The health visitors—about one for every 
2,500 people in the best staffed areas and one for every 5,000 
in the worst areas—are again not experts in psychology : they 
have their general nursing training, with nowadays a slender 
introduction to psychology included, a subsequent midwifery 
training, and—usually after two or three years as hospital 
staff nurse and ward sister—a course of full-time study 
for the health visitor’s certificate, this course lasting at 
present from six months to one academic year but likely in 
the near future to become standardised everywhere as an 
academic year, and including some six or seven lectures 
and lecture-demonstrations on mental health. Other people 
in the health department—district nurses, sanitary inspectors, 
staffs of day and residential nurseries, even home helps— 
may have a supplementary part to play, but for the present 
let us concentrate on the medical officer and the health 
visitor. I am deliberately ignoring the child guidance 
clinic, because, valuable though it is, it begins to play its 
part after a faulty situation has arisen—not before. 

The medical officer works mainly in the child welfare 
clinic and the school. ‘The health visitor, while taking part in 
the work of the ante-natal and child welfare clinics and 
while regularly visiting schools, does her most important 
work in the home. Under the modern concept of the 
health visitor as the health counsellor and teacher of the 
family she takes the family as her unit, is generally accepted 
by the family as a skilled friend to whom they can turn for 
advice on any health matter, and is responsible for the welfare 
of anything from 600 to 1,200 families. 

The weakness of both officers in undertaking mental 
health work is that they are not—and in general cannot 
hope to be—experts in psychology. On the other hand, 
they have certain concrete advantages :—both medical 
officer and health visitor are well educated, highly trained 
officers, who—from the very width and variety of their 
professional training should be capable of forming balanced 
judgments and of offering sound advice ; both are accus- 
tomed to look at problems from the angle of preventing 
disease and promoting health ; both have experience in the 
difficult art of persuasion ; and the health visitor has the 
additional advantage that, unlike any other worker in the 
field of health and disease, she is in the habit of visiting 
houses at her discretion without the necessity of waiting 
to be summoned. 

In any contribution that they can make to mental health 
the public health medical officer and the health visitor are 
best considered as a team, but, in so far as separate considera- 
tion is necessary, the emphasis should probably be placed 
on the health visitor—there are four or five health visitors 
for every public health doctor and the health visitor can . 
influence people in their own homes. 
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If the health team cannot make a sizeable contribution 
to the prevention of mental and emotional disease, no other 
workers are available in sufficient numbers : for the general 
practitioner (who exists in slightly greater numerical strength 
than the health visitor) is by training and- experience essen- 
tially concerned with the treatment of established diseases 
and is quite untrained in the art of persuading people to live 
more healthily ; and hospital psychiatrists are numbered 
in dozens, not in hundreds. 

Can we in the health departments marry our knowledge 
of the social and environmental conditions of the family and 
our experience of the techniques of persuasion and teaching 
with the psychiatrists’ knowledge of the psychoses and 
the neuroses and of the aetiology of these conditions ? 
Can we, guided and advised by the experts in mental disease, 
gear up our services to tackle the problems of mental illness ? 
Some of us think that we can: in Fifeshire, in Aberdeen 
and (I believe) in Kilmarnock and Ayr attempts are being 
made to set up post-qualification courses in psychology and 
mental health for health visitors, to equip them more ade- 
quately for the task. 

Let me, while welcoming comment and criticism, try to 
outline some of the points in which I think that the health 
team may be able to assist. 


How We Can Help 

To start with the simplest of points, is it worth while for a 
member of the health team to listen sympathetically to the 
housewife’s tale of troubles with her neighbours or of 
difficulty with her children? Is this a pure waste of time, 
or is there something in the idea that people are often helped 
by the mere act of unburdening themselves, getting the 
worry “‘ off their chests’ ? Somebody has called listening 
‘* psychiatric first aid’’ : I think it is a good definition. 

Can we—even without knowing any psychology—acting 
as dispassionate listeners and bringing to bear on the problems 
of the person to whom we are listening our own unemotional 
detached judgment, sometimes help the worried individual to 
get a new point of view, to see things in a different perspective ? 

Again, where a patient with early disease is hesitating to 
seek treatment because he (or his relative) imagines that 
mental disease carries a stigma or that neurosis implies a 
lack of moral fibre, can we do anything-to correct the mis- 
conception and so enable the patient to secure treatment 
at an earlier stage ? 

Lest any one feels that the health medical officer and the 
health visitor have insufficient psychological training to be 
of value I have deliberately started with these points where 
it may be possible to help without ever having had a single 
lecture or read a single book on psychology. 


Security, Affection, Consistency 

I do not know to what extent the experts accept Melanie 
Klein’s claim that the depressive aspects of all mental 
disorders are brought about by infantile attitudes to parents, 
but I take it as generally admitted that a basic aetiological 
factor in most cases of neurosis is an early disturbance of 
the parent-child relationship ; that lack of security or 
affection or consistency is a main cause of behaviour problems 
and of juvenile delinquency ; and that the schizophrenic 
tendeficy to regression to early oral activity is in at least some 
cases a result of the same factors. 

What can we in the health team do to secure for children 
adequate protection, love, and consistent handling ? 

Think first of the illegitimate child. Ignore for the 
moment the fact that in a high proportion of cases the un- 
married mother is herself a case of revolt against dominating 
or over-strict parents, and the fact that the birth of the 
illegitimate child might have been avoided if the older 
generation had been tactfully given some advice about 
child management. In the present state of the law an 
unmarried mother can keep her baby with her for, say, the 
first four months, then have it taken into care for three 
months, then get a job where the child can live with her for 
four months, then have it taken back into care, and three 
months later become reconciled with her own parents and 
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take the child to live with them. What an upbringing for a 
baby : a constantly changing environment, with mother 
and mother-substitute lost every time the bonds of affection 
are beginning to form. Surely we can at least do something 
to make the unmarried mother aware of the child’s need for 
a constant environment and a continuing source of love and 
protection. We won't succeed in every case, but it is surely 
worth while to try to make the unmarried mother face up to 
the realities and dangers of the situation instead of con- 
stantly changing her plans. 

Not infrequently a mother who really loves her child but 
wants to work may endanger the child’s feeling of security 
by putting it in a nursery before it is old enough to under- 
stand. Is it not worth while to talk things over with the 
mother who is thinking of this course of action, to explain 
the risk to her ? 

Again, when a young child has to go to hospital the parents 
may decide not to visit because the child cries at their 
departure. Surely it is desirable to explain to the parents 
that this is normal behaviour ; that the real danger is not 
the child who cries in hospital but the child who is super- 
ficially content : its whole world has collapsed with the 
disappearance of its parents, seeds of grave future emotional 
trouble have been sown, but the situation is masked by the 
child’s superficial brightness or superficial apathy. 

These are examples of disrupted home life. Let us pass 
to situations where the home life is not disrupted. 


Parental Ignorance 

Just as young parents are often woefully ignorant of the 
physical needs of the child and derive great benefit from 
advice—from the medical officer in the clinic or the health 
visitor in the home—about feeding, clothing, sleep require- 
ments and so forth, so they are frequently at least equally 
ignorant of the child’s emotional needs and developmental 
stage and are in many cases very glad of skilled guidance. 

How often, for instance, do we find in Scottish middle- 
class households a child suffering from an emotional de- 
ficiency disease—lack of manifest affection: the parents 
have a very genuine love for the child but, until the point 
is explained to them, they often fail to realise that the child 
needs adequate and frequent demonstration of that love. 
This lack of demonstrated affection often ties up with a 
parent’s needless fear that a word of praise will make the 
child conceited : we must explain to them that a child has a 
constant need for success and appreciation of its efforts. 
And perhaps (if the psychologists will pardon me for delving 
further into their ground) we should remember in our 
dealings with parents that the same thing applies to them : 
while trying to guide them, we must be careful to encourage 
them. 

Again, think of the spoiled baby of the family ; the 
“prem.”” who in his mother’s eyes never outgrows his 
prematurity ; the child who is permanently “ delicate ”’ 
and mollycoddled because of an illness in infancy ; the 
over-sheltered, over-protected youngster, robbed of all 
chance to exercise initiative and to learn to face life and to 
accept the minor frustrations of life. It should not be 
impossible for an intelligent health visitor or clinic medical 
officer to convince the parents that they are producing in 
their child such an attitude to life that later, whenever things 
fail to go smoothly, he will take refuge in psychosomatic 
illness. 

How many of the frictions of early childhood could be 
avoided if parents were made more aware of the stages of 
child development ? One is constantly coming across cases 
of parents expecting from a two-year-old the standards of 
behaviour normal in a three-year-old. Incidentally, I 
take it that the psychologists are agreed that too strict and 
too early toilet-training tends to produce the over-con- 
scientious type of personality. I take it that they are also 
agreed that perental inconsistency—allowing a child to do 
a thing to-day and punishing him for the same thing to- 
morrow—produces a sense of injustice that plays a big part 
in the creation of the antisocial personality that later fills 
our jails, 
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Sibling Rivalry ; 

When I mention sibling rivalry I am open to the accusation 
of being unduly influenced by some of Adler’s views which 
have not, I believe, gained general acceptance. But surely 
it is only commonsense to realise that an older child may 
feel jealous and displaced when a younger one arrives. It 
isn’t very difficult to explain to the exvectant mother how 
necessary will be a little extra attention to the toddler when 
baby is born, and how useful it is to give the toddler a sense 
of pride in the baby—for instance, to let him take the visitors 
to see it (instead of being left in the background). 

On the other hand, we may have to warn parents against 
giving the older child too much responsibility, making him 
a man before his time, and creating an over-bearing, agres- 
sive, over-traditional outlook. 

Where we have the rather tragic situation of an older child 
of dull mentality outstripped by a younger sibling, is it not 
useful to persuade the parents that they should convince 
the dullard that it is not a case of the younger being brighter 
but of their abilities lying in different directions ? _Is it not 
sometimes desirable, too, to try to arrange that the children 
are sent to different schools ? 


Miscellaneous Points 

I have said nothing about the need for the child to learn 
that socially acceptable conduct is useful and antisocial 
conduct useless ; nothing about how a child is best intro- 
duced to things like death ; nothing about the role of the 
health visitor as school nurse in helping to ensure that home 
and school influence the child in the same directions ; 
nothing about the controversial subject of punishment ; 
nothing about sexual maladjustment ; nothing about 
vocational guidance ; nothing about the handling of the 
adolescent—-so easy to lead and so hard to drive ; nothing 
about the psychology of the old person who often feels 
unwanted, useless, lonely, and vulnerable to disease ; and 
—in the presence of so many experts—I have studiously 
avoided mention of things like conflict, repression, and 
regression to earlier stages. 

I hope, however, that I have said enough to make it clear 
that the medical officer in clinic and school and still more 
the health visitor in the home can do much to facilitate the 
full and free development in children of their innate and 
acquired potentialities, and to reduce the disturbed parent- 
child relationships, the insecurities and the inconsistencies 
in which so often lie the seeds of future delinquency, future 
neurosis, future sex perversions, and future physical diseases 
of psychogenic origin. I know that some of my own 
colleagues on the public health side will tell me, rightly, 
that in many cases the personal and family breakdowns 
occur in adolescence or in adult life, precipitated by family 
stresses (bereavement, marital disharmony, the menopause), 
by economic strains (unemployment, poverty) or by voca- 
tional inadequacy : but I submit that these are merely the 
precipitating factors and that we must seek—and avert— 
underlying causes in childhood. 

Let me end by repeating a question that I asked earlier. 
Can we in the health departments, with our detailed know- 
ledge of social and environmental conditions and our ex- 
perience of advising and persuading people, gain from the 
psychologists some basic knowledge of the causes of the 
neuroses and the psychoses, and can we—guided and 
advised by the experts in mental” disease—gear up our 
services to tackle the problems of mental and emotional 
illness ? If we can do it, we shall produce a far healthier 
community. If we are unable to do it, I fear that our 
civilisation will ultimately collapse under the rising tide of 
anxiety states, obsessions, depressions, hysterias, sex perver- 
sions, delinquency and crime. 
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B.C.G. 
By E. HUGHES, M.D., D.P.H., 
Medical Officer of Health, Reading C.B. 

A great deal of thought should be given to the advisability 
or otherwise of recommending B.C.G. because the advice 
we give may reflect on our reputation and prestige as Medical 
Officer’s of Health. There are certain matters which I 
consider relevant, although they are mainly of academic 
interest. The first thing is to emphasise the paucity of 
our knowledge of the natural history of infectious diseases, 
including tuberculosis. There must be some doubt as to 
whether the so called progressive local authorities can show 
any greater improvement in their tuberculosis situations 
than the ‘‘ backward ” authorities. This should be remem- 
bered if there is any tendency to pontificate about our 
success in dealing with tuberculosis. 

Obviously there are two ways of preventing a person 
from becoming infected with tuberculosis : (i) by seeing 
that he is never exposed to infection or (ii) by injecting 
him with something so that he develops an artificial immunity. 
It is interesting to note that B.C.G. vaccination has been 
abandoned in cattle and that veterinarians are relying 
entirely on exclusion from infectious contacts. Myers’ 
work in America is also based on the practice of exclusion 
from infectious contacts. It is probably impossible to 
achieve it completely in this country. 

Myers has expressed considerable doubt about the 
advisability of having one’s body tissues sensitised before 
they deal with an attack by a significant number of tubercle 
bacilli, although most of our concept about resistence to 
tuberculosis is based on a contrary hypothesis. In this 
connection it is advisable to remember that the tuberculin 
reaction is an index of sensitisation and not an index of 
resistence or immunity. 

WHO have summarised the position in the following 
sentence : ‘‘ The allergic response is so apparently a pro- 
tective phenomenon that, in the absence of a direct measure 
of immunity, tuberculin allergy warrants intensive study as a 
guide, however imperfect, to the effectiveness of B.C.G. 
vaccination.” 

There is also the question of desirability or otherwise of 
having a population which is entirely tuberculin-positive ; 
the true answer is not yet known. My conclusion on the 
subject is that everything seems to emphasise the empirical 
nature of B.C.G. vaccination but this does not necessarily 
mean that it is a bad or a useless thing. When all is said and 
done each one of us has got to make his own appraisement 
of the value of B.C.G., for if we are persuaded that we are 
on to something which is really good then we should press 
on with it and be prepared to drop a lot of other things. 
If, on the other hand, we think we have something which 
is probably an addition to our armamentarium but is in 
no way comparable to diphtheria immunisation, then we~ 
do not drop everything but merely do as much as we can. 
We may even be strong minded and decide to await the 
result of the M.R.C. investigation ! 

In the application of the scheme for vaccination of school 
leavers there are certain difficulties which seem to justify a 
search for short cuts. The first possible short cut to be 
investigated is that of reducing the number of tests and the 
time taken over each test. I feel that, at the present time, 
we are in a position comparable to that which existed in 
relation to diphtheria immunisation some twenty odd years 
ago when we laboriously carried out preliminary and post- 
inoculation Schick tests on all patients. Research is sug- 
gested to investigate the possibility of substituting the 
Heaf test for the Mantoux test and for discarding the post 
vaccination test. The availability of freeze dried vaccine 
would allow of more flexibility in planning our programmes 
and vaccination by the Birkhaug method seems to present 
many technical advantages. A programme of research 
has been drawn up by Dr. Neville Irvine to elucidate some 
of these matters. 


“Summary of an address to the County Borough Group, 
Society of M,O,H., Torquay, 15th May, 1954, 
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But there are wider issues to be considered in relation 
to any B.C.G. vaccination programme. If we are right 
in considering that a positive tuberculin test gives some 
indication of the existence of resistence, should we extend 
B.C.G. to other age groups? If Mantoux reversion com- 
mences five or six years after vaccination then we might 
have to contemplate the possibility of having to carry out 
revaccination somewhere about the age of 21. There is 
also the question of the advisability of vaccination of infants. 
In many ways such a step seems logical but the reasons 
given against it in the Ministry of Health memorandum are 
cogent. I must draw attention to the very interesting work 
which is being carried out in Manchester by Prof. Gaisford 
and his colleague who have published some interesting 
technical information. And refer also to the recent paper 
by Dr. Lorber of the Child Health Department of the 
University of Sheffield. In Sheffield the treatment and 
supervision of childhood tuberculosis is carried out by the 
Child Health Department of the University. Dr. Lorber 
is obviously of the opinion that the best way to use our 
resources at the moment is to concentrate on isolation of 
cases, careful supervision of contacts, and B.C.G. vaccination 
of appropriate contacts. In other words, his views corres- 
pond very much to those of Myers. In fact, he says that 
Myers’ results would have been even better had he used 
B.C.G. vaccination. I conclude by asking the vexed 
question, what is really happening to tuberculosis? My 
feeling is that the disease is on its way out and that the chest 
physicians are really discovering a number of cases which 
would not previously have come their way and would have 
recovered without any special treatment. For this reason a 
cynic might suggest that this is an opportune moment to 
use B.C.G., since whatever we might do would coincide with 
the reduction in the amount of pulmonary tuberculosis and 
public health departments could then take the credit for it. 


BOOK REVIEWS 


Tuberculosis in Childhood and Adolescence. By F. J. 
Bentley, M.D., F.R.C.P., D.P.H., S. Grzybowski, M.D., M.R.C.P., 
and B. Benjamin, B.sc., F.1.A. (Pp. 259. Price 30s.) London : 
National Association for the Prevention of Tuberculosis, 
Tavistock House North, Tavistock Square, W.C.1. 1954. 

This book is a statistical analysis of and commentary on 1,049 

consecutive cases treated at High Wood Hospital during the years 

1942—1946, and followed up during 1949—1952, and 100 children 

notified as having died from tuberculosis in the London area in 

1948-1950. 

The High Wood cases are divided into two main groups, those 
suffering from primary infections and the immediate sequelae, 
and those suffering from chronic pulmonary tuberculosis. 
Evidence is adduced to show that the danger periods for primary 
infections are in the first two years of life and in adolescence. 
The first period is one when serious haematogenous dissemination 
is most liable to occur, and the second is the one most likely to be 
followed by the development of chronic pulmonary disease. 
Supervisory effort can most profitably be made by concentrating 
on these two periods rather than on the intermediate one. The 
significance of such conditions as pleurisy, erythema nodosum, 
and phlyctenular conjunctivitis are considered, as are also the 
effects of such diseases as measles and whooping cough on the 
development and course of primary tuberculosis. The pros and 
cons of hospital and home treatment of children in the stage of 
primary infection are fully discussed. 

Chronic pulmonary tuberculosis of the adult type shows up as 

the serious illness it is when it develops in children and adolescents. 

The condition is rare below 10 years of age but becomes increas- 

ingly common as the children progress through their ’teens. 

The main sufferers are adolescent girls who are affected about 

twice as frequently as boys. The biological stresses of adolescence 

are considered to be important factors. ‘The authors have definite 
views on the management of these children. Where disease is 
more than minimal or if the sputum is positive, then hospital 
treatment is advised. Where there is a minimal lesion in a child 
who is otherwise well, it may be justifiable to allow continuation 
of a normal life with careful clinic supervision, but so many 

of these lesions progress that there is a good case for admission 
to hospital for treatment. There is no justification for admission 
to hospital for observation, 


In addition to their own observations, the authors have col- 
lected a good bibliography of studies of childhood tuberculosis 
by other workers. There is a good appendix which describes the 
general epidemiological picture of which childhood tuberculosis 
is a part. The letterpress is easy to read and the reproduction 
of radiographs is excellent. The National Association is to be 
congratulated on producing a book which must be of great help 
to anybody whose work is concerned with the health of children 
and adolescents. 


B.C.G. and Vole Vaccination. By K. IRvINE, M.A., 
D.M. Foreword by Prof. F. Hear (Pp. 96, Plates 10, Price 12s. 
6d.) London: National Association for the Prevention 
of Tuberculosis—1954. 

This excellent little handbook gives, in less than 100 pages, 
a very clear and full account of the technique of tuberculin 
testing and B.C.G. and vole vaccination, and, written as it is 
after extensive experience of the vaccines, can be highly recom- 
mended on these grounds alone. In addition, it contains, attrac- 
tively summarised, the information about the vaccine essential 
for anyone undertaking these procedures, or responsible for the 
planning of a B.C.G. scheme. There are, for example, chapters 
on the history and theory of vaccination ; and the preparation 
of the vaccines, and the factors affecting their stability are des- 
cribed. 

The book is so pleasantly written, and the material so well 
chosen and condensed, that it is not difficult to read, and it is 
attractively produced with excellent colour photographs. 

In all respects this can be recommended as a model of what 
a simple handbook ought to be, and the increasing number of 
those concerned in B.C.G. and vole vaccination are likely to feel 
indebted to Dr. Irvine, and to find it of the very greatest value in 
their work. 


Home Help and the Nations (Pp. 149. Price 12s. 6d.) London : 

National Association of Home Help Organisers. 1954, 

The report of the first international conference on the Home 
Help Service held in London in 1952 has now been published. 
It sets out the experience of many countries including Great 
Britain, U.S.A. and Western European countries. Much of the 
discussion centred on the training of home helps which is 
obviously much more extensive on the continent than in -this 
country : on the whole, they regard their home helps as having 
a wider social purpose than we in this country do. We should 
have to consider all their social services comprehensively to 
make valid comparisons. 

The conference was anxious to safeguard the status of the 
organisers, but it may be thought the case was overstated. On the 
continent, the emphasis is on help to families with young children : 
in England, however, the home help service is increasingly pre- 
occupied with old. people. The report is interesting, with many 
useful facts, and includes much controversial and stimulating 
discussion. 


Sir Harold Whittingham, Director of Medical Services of 
B.O.A.C., has been elected chairman of the International Air 
Transport Association’s Standing Medical Committee for the 
fifth year in succession. 


The Earl of Verulam has accepted an invitation to preside over 
the Maternal and Child Welfare Section of the Royal Sanitary 
Institute’s Health Congress to be held at Bournemouth in April 
of next year. 


A meeting is to be held at 2.15 p.m. on Friday, November 12th, 
at the Edinburgh House of the B.M.A., 7, Drumsheugh Gardens, 
to consider proposals for the ‘setting up of a Scottish Association 
of Medical Administrators affiliated to the Medical Superin- 
tendents’ Society. Membership will be open to medical adminis- 
trators in Scotland from hospitals, regional hospital boards and 
the Department of Health, and all those eligible are invited to 
attend. 


The staff of Essex county health department presented a 
camera to Dr. H. Kenneth Cowan and a table lighter to Mrs. 
Cowan as farewell gifts before Dr. Cowan left to take up his new 
appointment as C.M.O., Scotland. 


Dr. Arthur Samuel Hedley, J.P., who was still serving Rothbury 
R.D.C. as part-time M.O.H., died on October 21st, aged 83, 
He was previously also in general practice in the area retiring in 
1945, and was at one time a member of Northumberland County 
Council. 
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HOME COUNTIES BRANCH 


President : Dr. J. W. Starkey (M.O.H., Kingston-on-Thames 
M.B. and Divisional M.O., Surrey C.C.). 

Hon. Secretary: Dr. J. Maddison (M.O.H., Twickenham 
M.B. and Area M.O., Middlesex C.C.). 

A meeting of the Branch, to which members of the Metro- 
politan Branch were invited, was held at 3 p.m. on Friday, October 
Ist, 1954, at the London School of Hygiene & Tropical Medicine, 
Keppef Street, London, W.C.1. About 100 members and guests 
were present. 

Dr. Anderson, the retiring President, introduced the President- 
Elect, Dr. J. W. Starkey, Medical Officer of Health of the Borough 
of Kingston-on-Thames and Divisional Medical Officer, Surrey 
County Council, and invested him with the badge of office. Dr. 
Anderson then vacated the chair in favour of Dr. Starkey, who 
thanked the members for the honour they had conferred upon him, 
and said he would do his utmost to uphold the high standard 
which had been set by his predecessors. 

Professor fan Aird, of the University of London Postgraduate 
Medical School, Hammersmith, showed his wonderful colour 
film of the operation of the separation of the conjoined twins of 
Kano. The film runs for about 40 minutes and shows the diffi- 
culties of deciding beforehand whether each twin was complete 
in all anatomical parts, the rate of mixing of the blood in the two 
babies, and the technical problems of turning one operation into 
two at a vital stage in the performance. 

Prof. Aird then showed a number of lantern slides illustrating 
other sets of twins encountered in bygone times, and gave an 
account of what happened to some of them. 


DENTAL OFFICERS’ GROUP 


President : (1953-4) Mr. S. B. Newton, L.D.s., 
1954-5 Miss A. S. Stewart (Area D.O., Middlesex). 
Hon. Secretary: J. F. A. Smyth, t.p.s., (P.S.D.O., Gloucester). 


Annual Dinner 

The Annual Dinner of the Group was held on the evening of 
Friday, May 28th, 1954, in the beautiful old hall used by the 
City of London Livery Club, at Sion College, Blackfriars, with 
the President (Mr. S. B. Newton) in the chair. The principal 
guest was Mr. K. W. M. Pickthorn, m.p., Parliamentary Secretary 
to the Ministry of Education. Amongst the other guests were : 
Dr. Anderson, President of the Home Counties Branch of the 
Society ; Sir Thomas Gardiner ; Dr. Lilian Lindsay, Honorary 
Librarian and a Past President of the British Dental Association ; 
Mr. Leslie Boness,Chairman of the Dental Estimates Board ; Dr. 
'W. G. Senior of the Ministry of Health; Drs. Weaver and Wynne of 
the Ministry of Education, and Mr. T. A. Coysh, that ‘‘Grand Old 
Man ” of dentistry, who qualified L.D.S. in 1891. 

Mr. Pickthorn, who proposed the toast of ‘‘ The Group,” 
spoke of the importance which the Ministry attached to the 
School Dental Service, and mentioned recent legis!ation which 
strengthened its statutory position. He also referred to the 
increasing number of Dental Officers who were entering the 
Service. Mr. Bingay, Chairman of the Group Council, in his 
reply, spoke of the pride which Dental Officers felt in their close 
liaison within the Society with their medical colleagues, and 
wondered whether it would not be too much to hope that sometime 
a Dental Officer might become President of the Society. 

Mr. J. F. A. Smyth, the Group’s Honorary Secretary, who pro- 
posed the toast of ‘‘ The Guests,”’ said that he was glad to be 
following so able a Parliamentarian as Mr. Pickthorn. This was 
his maiden after dinner speech, and he understood that it was 
customary in Parliament to give a sympathetic hearing to those 
speaking in the House for the first time. Dr. Lilian Lindsay, in 
a delightful speech, replied on behalf of the guests and was sup- 
ported by Mr. Boness. 

Mr. J. Fletcher, Honorary Editor of Transactions, in giving 
the toast of “‘ The President,”’ said that Mr. Newton, who was one 
of the pioneers of school dentistry and an early member of the 
Old School Dentists’ Society, had been a most excellent President 
and during his year of office emphasis had been placed on the 
prevention of dental disease. 

About 70 members and guests attended the Dinner which 
proved a most enjoyable occasion. 


Group Council Meeting 

A meeting of the Group Council was held on Saturday morning, 
July 17th, 1954 at Tavistock House South. 

The Chairman of the Group Council, Mr. J. V. Bingay, 
presided and also present were : M. Cohn, Miss W. M. Hunt, 
S. B. Newton, P. G. Oliver, J. C. Robertson, C. H. Rubra, J. F. 
A. Smyth, Miss A. S. Stewart, K. C. B. Webster, J. Young 
and B, D, Britten (Observer from Public Dental Officers’ Group 
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of British Dental Association). Apologies for absence 
were reported from Mr. J. Fletcher and Mr. H. B. Fleming. It 
had been learnt Mr. Fleming was ill and the Hon. Secretary was 
instructed to convey to him the best wishes of the Group for a 
speedy recovery. 

The minutes of the previous meeting were confirmed and 
signed. Arising from the minutes it was reported by the Executive 
Officer that other Groups and Branches might well wish to borrow 
a film strip projector and lantern with screen if it were decided 
to buy one with the money of the Cumine Bequest Fund. On 
the advice of the Hon. Treasurer, decision on this matter was 
postponed. Mr. Rubra reported that he had approached Mr. 
Parfitt and Mr. James of the Department of Preventive Dentistry 
at the Eastman Dental Hospital and they would be prepared to 
address the Group on the results of their researches. 


Correspondence 

Dental Attendants’ Salaries. A \etter from a member expressing 
dissatisfaction with the recently negotiated salary scale for dental 
attendants was discussed and further enquiries are to be made as 
to circumstances under which the scale was agreed upon. Resig- 
nations from two members of the Group were reported. Finance. 
The Hon. Treasurer reported a small credit balance on the 
Group’s working for the year. The Hon. Treasurer was con- 
gratulated and thanked for the able manner in which he had 
handled the Group’s finances during the year. Mention was also 
made of the relatively low Council meeting and administrative 
expenses. Welsh Sub- Group. Mr. Young reported on the steps 
he had taken to arrange a joint meeting of the Group with the 
Welsh Branch in November. Mr. Young was thanked for his efforts 
and assured of good support of Group members. 

Report of Council of Society. Mr. J. F. A. Smyth reported on 
the meeting of the Council of the Society on June 18th at Man- 
chester (fully reported in PusLic HEALTH, August 1954). He said 
the British Dental Association Memorandum on ‘ Proposals for 
Safeguarding and Improving the Dental Health of Children ”’ 
had been referred to. The proposal that the control of the 
School Dental Service should be transferred to the Ministry of 
Health was not favoured, but as there was much of a constructive 
nature in the document the Dental Officers’ Group had been 
asked to prepare a memorandum on the subject. A Sub-Commit- 
tee consisting of Messrs. Fletcher, Smyth, Taylor and Webster 
was set up to prepare this memorandum. Report of G. D. S. 
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Committee of B.D.A. Mr. J. V. Bingay, the Society’s representa- 
tive on this body, said that the Committee were still pressing the 
interim report of the Child Dental Health Committee. Report 
of Joint Committee. Mr. Bingay reported that the Committee had 
met the previous evening. Mr. Webster had been elected Chair- 
man and he himself was re-elected Hon. Secretary. The matters 
discussed had been, the Ministry of Education’s proposals in 
regard to orthodontic treatment in the School Dental Service, 
Salary Scales for Dental Attendants and the B.D.A.memorandum 
of Child Dental Health. Refresher Courses. As it was clear the 
Public Dental Officers were not eligible for attendance at refresher 
courses arranged under Sec. 48 of the National Health Service 
Act, 1946, except under exceptional circumstances, the Hon. 
Secretary was instructed to approach the Eastman Dental Hospital 
as regards the possibility of holding refresher courses there and to 
ask for a conference on the subject. 

Election of Chairman of the Group Council. On the proposition 
of Mr. Bingay, supported by Mr. Webster, Mr. J. Fletcher was 
elected Chairman of the Group Council. <A vote of thanks to Mr. 
Bingay for his able conduct of the Chair was carried by acclam- 
ation. 

Election of Representatives. Mr. J. F. A. Smyth was elected 
Group Representative on the Council of the Society and also 
Observer on the Public Dental Officers’ Group Committee of the 
British Dental Association. 


Annual General Meeting 

The Annual General Meeting of the Group was held at Tavi- 
stock House on Saturday afternoon, July I7th, 1954. Sixteen 
members of the Group were present. 

Reports of Officers. (a) Chairman of Group Council. Mr. 
Bingay reported that the Group Council had met three times 
during the year and the General Purposes Committee once. A 
great deal of time had been spent on dental officers’ salaries, leading 
up to the arbitration proceedings, the favourable outcome of 
which was known to all. Among other matters which had been 
reviewed were the Local Government Officers Superannuation 
Act, 1953, and the Society’s evidence to the Guilleband Com- 
mittee. Recruitment to the profession had been causing much 
concern, 40% of the names on the dental register referred to 
persons over 55 years of age with the possibility of their loss during 
the next 10 years. In 1953 nearly 700 dentists were lost by death 
or retirement and only 350 new names added. An approach was 
to be made to the Ministry in which this Society should take part. 
As his three year term of office was now terminating, he thanked 
the officers of the Group and others who had made his chair- 
manship so pleasant an experience. 

Report of Hon. Treasurer. Mr. A. Gordon Taylor said that 
when he took over control of the Group’s finances three years ago 
expenditure had exceeded income, but owing to recommendations 
made by an Economy Sub-Committee it had been possible to reverse 
the position. He would like members to note that general meeting 
expenses had exceeded those of council meetings. Administration 


expenses at {1 6s. 4d., were extremely low and could hardly _ 


represent the Hon. Secretary’s actual outlay. The Group was a 
small one and relied in part on the generosity of its members. 
He also referred to the Annual Dinner held on May 27th, and to the 
President’s generosity in bearing much of the expenditure. 

Report of Hon. Secretary. Mr. J. F. A. Smyth said there had 
been five meetings of the Group during the past year. A particularly 
interesting one had been a joint meeting in Taunton with the 
South Western Branch of the Society at which Prof. A. J. Darling 
of Bristol Hospital Dental School had given an address on 
‘ Fluoridation.”” ‘The Group Rules had been revised and the 
Group would henceforth be known as the “ Dental Group.” 
He had attended all meetings of the Council of the Society as the 
Group’s representative. He was pleased to report that he had 
been re-elected a member of the Society’s Gerieral Purpose 
Committee. 

Report of Hon. Editor of Transactions. Mr. J. Fletcher said 
that members would note with satisfaction that two full length 
papers had this year been published in PuBLic HEALTH, one on 
** Fluoridation’ by Miss J. M. Forrest and the other by Mr. 
J. F. A. Smyth on possible future developments in the school 
dental service. Other meetings had been fully reported, and those 
which had not yet been published would shortly appear in the 
Society’s Journal. 

Report of Hon.~Membership Secretary. Miss M. Cohn reported 
that Group membership was now 125, a figure made up of 30 
Fellows and 95 associate members. 

Election of Officers 

President-Elect: Mr. J. C. Robertson. Vice-Presidents : 
Mr. S. B. Newton, Miss W. M. Hunt and Mr. P. G. Oliver. Hon. 
Treasurer: Mr, A. Gordon Taylor, Hon, Secretary : 


PUBLIC HEALTH, November, 1954 


Mr. J. F. A. Smyth. Hon. Editor of Transactions : 
Mr. C. H. Rubra. Hon. Membership Secretary : Mr. M. Cohn. 
Members of Group Council : Messrs. J. V. Bingay, K. C. B. 
Webster, J. Young and E. Underhill. Hon Auditors : Miss W.M. 
Hunt and Mr. L. B. Corner. 

Valedictory Address : Mr. S. B. Newton said the time had now 
come for him to report on how the past year had been spent and he 
thought all would agree that it had been a most useful and pro- 
fitable one. He claimed no credit for this himself but must thank 
the Group’s Executive Officers for all the work they had done to 
ensure that the activities of the Group had been kept up to the 
usual high standard of efficiency. He had particularly enjoyed 
the meeting at Taunton where the Group had joined with the 
South Western Branch of the society to hold a meeting on 
Fluorides. This had been followed in October by a paper by 
Miss Jean Forrest, a dental member of the Mission to North 
America to study fluoridation, and a member of the Group. In 
December Mr. Smyth had read a paper on the possible uses of 
ancillary workers and this meeting had been honoured by the 
presence of Sir Wm. Kelsey Fry, who had made a most interesting 
contribution to the discussion. ‘That meeting had also been 
attended by a N.Z. dental surgeon and three N.Z. dental nurses 
who had spoken of the school dental service in their country. 
Other meetings had been addressed by G. A. Morrant, Head of 
the Department of Conservative Dentistry at the Eastman Dental 
Hospital, and Mr. Wm. Brebner, who was in charge of Dental 
Health Education and Public Relations with the New Zealand 
Government. Lastly there was the Annual Dinner attended by 
some 70 members and guests. 

Mr. Newton then referred to the new salary scales for dental 
officers and said all would be very grateful to those members of 
the Group who had represented them on the Staff side of the 
Dental Whitley Council and whose able and painstaking efforts 
had borne such splendid fruit. He then tendered his personal 
thanks to all the officers of the Group for their support during 
the past year—not forgetting Mr. Smyth, the Group’s indefatig- 
able Hon. Secretary—who had all given their time and energy 
without stint. He thought the status of those engaged in the 
Public Dental Service would be enhanced if there were 
more general demand for a Diploma in Public Dentistry and he 
threw out the suggestion that the Faculty of Dental Surgery of the 
Royal College of Surgeons would be a suitable body to institute 
such a course. He was aware that two universities already had 
diplomas of this kind, but thought that an R.C.S. one would elicit 
a better response. He then installed Miss A. S. Stewart as 
President of the Group and recalled that in her early years as a 
dental officer she had come under the influence and able guidance 
of a very wonderful woman, Miss M. M. Loretz, whose early 
passing at such a comparatively early age they all remembered 
with deep regret. It would be the wish of all members that he 
should congratulate Miss Stewart on her coming marriage and 
to wish her every happiness in the future. 

Presidential Address. Miss Stewart said she was deeply con- 
scious of the honour which the Group had done her in electing 
her its President and she would do her best to follow in the steps 
of her distinguished predecessors. It was very memory-provoking 
to have been installed in office by Mr. Newton, whom she had 
first met during her first month as a dental officer. She had 
been fortunate enough to have been appointed assistant to Miss 
Loretz, then Senior Dental Officer to the Borough of Brentford 
and Chiswick. Mr. Newton was then a shining example of 
co-operation between private practice, as it then was, and the 
public dental service. His co-operation took the practical form of 
taking x-rays for clinic patients at his own surgery and she could 
remember her relief that he not only took the films but also 
provided a report. It was a great honour now to succeed him 
in office. As regards a topic for her address she had at first 
thought of following Mr. Batten’s example of a few years ago who 
had traced the vicissitudes of the public dental service thoughout 
his career. She had, however, been reminded that in her case it 
would only be an interim report. 

She considered that she had been fortunate in qualifying at a 
small university where dental students, medical students, arts 
and science students were all part of the same body and the dental 
school was not an entity apart. In this way they shared in the full 
activities of the university and she was sure they were the gainers 
thereby. It was interesting to her, when in America recently, to 
find educationists over there thinking on similar lines. They 
wanted to take the emphasis in the dental course away from pure 
technique and give more time to the more basic sciences and 
humanities. Harvard was a good example of this trend. Before 
joining the Public Dental Service she had been fortunate in 
obtaining a junior appointment at the Eastman Dental Hospital 
which provided a very useful interim period between the close 
supervision of one’s student days and the comparative isolation of 
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the clinic. The E.D.H. also mixed the products of different 

schools and this had demonstrated that there was more than one 

way of doing things and that both or all might well be right ! 

She thought that two-surgery clinics were most valuable in that 

they could provide a training ground for young officers who 

— there work together with an older and more experienced 
and, 

She had already referred to her good fortune in working with 
Miss Loretz whom many of those present must have known. She 
had succeeded her in Brentford and Chiswick and made no apology 
for dwelling on some of the schemes which she had initiated. 
Miss Loretz had an enthusiasmr which was infectious and with 
it the ability to overcome difficulties. In that small borough one 
saw the adherence to high standards and the development of a true 
preventive outlook within the limits of their knowledge at that 
time. If any proof had been needed of the advisability of cutting 
out fissures early and completely she had seen it there. When in 
later years the period between routine examinations had length- 
ened, the children’s dental condition had not deteriorated as much 
as might have been expected. She with many others had grown 
up with the philosophy that every cavity was a challenge and that 
extractions were evidence of personal failure. Had she spent 
enough time thinking before operating ? Was it not fundamental 
to look at the mouth as a whole and at the child as a whole and to 
make an honest estimate of the time that a large restoration 
was going to last and to assess the probable effects of the loss of 
a tooth in childhood compared with the loss of the same tooth in 
adolescence or later life? It had been very illuminating for her 
to hear a series of lectures in Boston on growth and development. 
She was sure the subject was well dealt with now at our own dental 
schools but her visit to the U.S.A. had been her first opportunity 
to revisit student life. There was a feeling among dental officers 
and others that sessions not spent at the chair-side were wasted, 
but was this really so? It was surely right that there should be 
some who could stand and review the service as a whole. 

She felt that there should be more senior posts both clinical and 
administrative and that they should draw a larger monetary reward. 
At one time she had been all against ancillary dental workers but 
now she was not quite so sure. Then again there was the question 
of health education. The attitude of the dental officer had so 
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often been that with so much operative work crying out to be 
done there was no time for propaganda. This was surely not 
quite true. There were many propaganda aids available—films, 
leaflets, posters. As to school meals she admitted she was woefully 
ignorant about these. There were certainly opportunities here 
to explore. Were they always planned as well as might be from 
the viewpoint of dental health ? As regards speakers for future 
meetings she hoped it would be possible to bring in a wider field 
and have talks from, say, a paediatrician, an obstetrician and a 
nutritionist. 

In conclusion she would say that with her forthcoming marriage 
she would be giving up whole-time service but would still be 
available for ‘‘ odd jobs ” and hoped still be of use to the Society. 
She thanked the meeting for their most courteous hearing. 

Votes of thanks to the two Presidents for their addresses were 
proposed by Mr. Bingay and seconded by Mr. Young. It was 
hoped that the next meeting would be in November and would 
be a joint meeting with the Welsh Branch of the Society in Cardiff. 


NORTH-WESTERN M. & C.W. & S.H.S. SUB-GROUPS 

President : Dr. Hilary Crewe (A.M.O., Stockport C.B.). 

Hon. Secretary : Dr. E. M. Jenkins (Sen. S.M.O., Manchester 
C.B.). 
On Friday, February 26th, 1954 a meeting of the Sub-Groups 
was held in the Public Health Committee Room, Third floor, Town 
Hall Extension, Manchester at 5 p.m. The speaker on this 
occasion was Dr. T. R. Malloy, M.D., D.p.M., Regional Consultant 
Child Psychiatrist and Consultant Psychiatrist at the Child 
Guidance Clinic. 
The Treatment of Maladjusted Children 

Dr. Malloy in his introduction stressed the importance of the 
parent/child relationship in the case of normal children, and 
suggested that in many cases of maladjustment an important 
factor is the disturbance in this relationship, although a combin- 
ation of factors often contributes to maladjustment. He outlined 
the main types of abnormal parental attitudes and summarised 
briefly the symptoms of maladjustment which he pointed out 
embraced most of the field of child psychiatry. He suggested 
that unfavourable conditions in the school environment are rarely 
the main cause of the condition, but that the earliest symptoms 
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frequently include lack of ability to concentrate and to persist in 
the learning situation together with subjective symptoms such as 
vague feelings of dissatisfaction or discouragement. 

He reminded us that a diagnosis of maladjustment should be 
made only as the result of a full investigation at a Child Guidance 
Clinic which should include a physical, psychometric and psy- 
chiatric examination of the child, and a careful assessment of the 
stresses present in the home environment and in the school setting. 

Having divided maladjustment into three categories according 
to severity of symptoms and degree and type of abnormal parental 
attitude, and having shown how mild cases are suitable for out- 
patient treatment at a Child Guidance Clinic while the most severe 
cases call for long term placement of the child away from the home 
environment, he devoted the remainder of his time to a more 
detailed discussion of short-term residential treatment for suitable 
cases of moderate severity. — 

This type of maladjusted residential school should, he stated, 
provide the following : 3 

(1) Adequate and suitable educational facilities for children 
whose emotional disturbance has caused them to fall behind with 
ordinary school work and has temporarily impaired their ability 
to learn to such an extent that they require considerable individual 
attention with or without the employment of special methods of 
teaching. 

(2) The opportunity to achieve a better social adjustment in 

which they contribute constructively and unselfishly to group 
life, refrain from imposing upon the group uncontrolled emotional 
outbursts and learn to trust and co-operate with adults who are 
in authority. 
_ (3) Group and individual psycho-therapy directed towards the 
improvement of the parent/child relationship and the adjustment 
of the unconscious factors in the child which have contributed 
to the development of his symptoms, abnormal attitudes and 
difficult behaviour. 

(4) Occupational therapy with the aid of developing and im- 
proving his creative ability through which he gains a sense of 
satisfaction and achievement. 

(5) Such recreational facilites as will lead to his healthy par- 
ticipation in competitive group sports and entertainments. 

Having referred to these general points he recalled the import- 
ance of the parent/child relationship in the development of 
maladjustment, and pointed out that if children were to be returned 
to their homes following a period of one or two years residential 
treatment, the most rational approach would be that which would 
be directed in the first place to improving this vital relationship. 
To this end he recommended that having been offered a vacancy 
for the child in the residential school, the parent should be respons- 
ible for deciding whether or not the child is to be admitted and 
to be encouraged to discuss the decision with him and to live with 
him for a short period subsequently, in order to work through 
with psychiatric help if necessary, the difficulties which may arise 
as the result of his attempt thus to begin to fulfil both the pro- 
tective and the controlling aspect of the parent role. 

The parent should also accompany him to the residential schoo! 
on the day of admission in order to meet the Headmaster and to 
introduce the child to him. He considered that during the period 
of residence the parent should strive to convince the child of his 
(or her) continued affection and responsibility for him by providing 
various comforts, pocket money, regular letters, etc., by continuing 
to make such major decisions regarding the child as may be referred 
to the parent by the Headmaster and by attending the Child 
Guidance Clinic regularly for treatment directed towards the 
understanding and improvement of the parental side of the 
parent/child relationship, the faults which often relate to unsolved 
and repressed problems of the parent’s own childhood. He 
suggested that superficial individual therapy with the child should 
begin by assisting him to discover and put right the attitudes and 
behaviour which had disturbed his relationship with his parents, 
but that deeper therapy dealing with the unconscious motivations, 
early frustrations and the process of emotional maturation should 
also be available. He stressed that following completion of 
residential treatment, a short period of supportive therapy is 
often required in order to help parent and child to adjust to the 
changes which have taken place in them as the result of treatment. 

He then drew our attention to the importance of the careful 
selection of staff, to the necessity of providing an organised daily 
programme for the children to act as a reality background for their 
adjustment to the school, and to the state of emotional fatigue to 
which residential staff are exposed as the result of long hours in 
charge of emotionally disturbed children. He showed how in the 
residential setting, the child at first tests out the adult, then comes 
to trust him and finally seeks his help when the group rejects him 
on account of his peculiar attitudes or difficult behaviour which 
are part and parcel of his symptoms of maladjustment. He 
pointed out that the adjustment achieved in the residential group 


PUBLIC HEALTH, November, 1954 


setting is in effect, an improved social adjustment and tends to 
be more or less permanent. He then dealt briefly with the method 
of treating outbursts of aggressive behaviour which threatened 
the security and control of the group as a whole. He stressed the 
importance of developing in such schools, a co-operative residential 
staff team trained in simple methods of group observation and 
treatment and in the basic principles in child psychology and child 
psychiatry and of providing the staff with the opportunity to take 
part in conferences devoted to the assessment and review of current 
cases and to, discuss the personal difficulties brought to light by 
their work with the children. 

He drew our attention to the fact that the strict and scientific 
evaluation of the results of treatment of this.type is not possible, 
but suggested that it could be reasonably assessed on the grounds of 
the following criteria :— 

_1. Improvement in the child’s academic work in the school and 
his attainment of a standard of work comparable to that of a child 
of his age, intelligence and interests. 

2, His achievement of an easier social adjustment within the 
group. 

3. The improvement or alleviation of his symptoms. 

4, The improvement in his general level of physical health. 

5. The improvement in the parent/child relationship. 

In conclusion he considered that the long-term follow-up of 
children treated in residential maladjusted schools is of the utmost 
importance and may be expected to throw light upon such im- 
portant problems as the relationship between maladjustment 
and the later development of neurosis and delinquency. 

A discussion followed, after which Dr. Starkie, Senior Medical 
Officer, Oldham, was asked to propose a vote of thanks. He 
prefaced his remarks by expressing surprise that the provision of 
a special service for maladjusted children was such a recent event. 
He felt that many of those present, especially himself, had big 
gaps in the knowledge of the subject, and were indeed grateful to 
Dr. Malloy for so aptly filling them for us. 


On Friday March 26th, 1954, a meeting of the Sub-Groups 
was held at the Clinical Lecture Theatre, Manchester Royal 
Infirmary. The speaker was Dr. R. G. Ollerenshaw, B.M., B.CH., 
M.R.C.S., L.R.C.P., D.M.R.D., M.A. on ‘‘ Medical Photography.” 

Twelve members were present. 

Dr. Ollerenshaw was introduced to the meeting by the 
President who expressed pleasure in having such an expert on the 
subject of the talk and for the arrangements he had made for its 
presentation. 

Dr.Ollerenshaw began by saying that the title of the talk as given 
on the notice of the meeting was inaccurate, as he preferred to 
call it ‘Medical Illustration.”” This had a long history dating from 
the early days when there was no photography. The history 
certainly dated back some 500 years when illustrations in anatomy - 
were amongst the first to be published about 1493. The illustra- 
tions were undertaken by many people such as artists, printers, 
and more recently photographers. Some of the illustrations were 
wood cuts and some copper engravings. Many of the works of 
the older days showed a marked evidence that the illustrations 
were copied, sometimes very badly, from other artists or engravers. 

Dr. Ollerenshaw’s talk was profusely interspersed with slides, 
photographs and illustrations which made it a most interesting 
and absorbing subject. 

A vote of thanks was proposed by Dr. Wilkinson, who said 
how wonderful it was to listen to the able son of an illustrious 
father well-known in Manchester medical circles. The vote of 
thanks was warmly applauded. 


A meeting of the Groups was held on Friday May 28th, at 
5 p.m. in the Gas Showrooms Theatre, Town Hall Extension, 
Manchester. Eighteen members were present. 

The President introduced Mr. Allen, who after a few intro- 
ductory remarks, showed a film portraying the treatment of the 
spastic child. The film was taken at the Margaret Barclay Resi- 
dential Special School where Mr. Allen is the Senior Physiothera- 
pist, and showed severe cases of spastic paralysis, which were 
unable to walk, walking with aparatus or unaided, some months 
after their admission to the school. Other activities, including 
football and boxirig were displayed, showing clearly that quite 
severe cases of cerebral palsy were able to do much more than was 
generally appreciated. Some time was then taken in questions 
which Mr. Allen was well able to reply to and a vote of thanks to 
him was warmly applauded. 

There followed another film called “‘ One Man’s Story ”’ which 
portrayed the work of the late Dr. G. C. M. M’Gonigle, M.O.H. 
of Stockton-on-Tees. This was loaned to the meeting, thanks to 
the generosity of the Medical Officer of Health, Lancashire 


County. 
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TUBERCULOSIS GROUP 
President : Dr. J. Wood-Wilson (C.M.O.H., West Riding). 
Hon. Secretary : Dr. J. G. S. McQueen (C.P., Battersea). 
Annual General Meeting, 1954 


The Annual General Meeting of the Group was held in the 
rooms of the Society on Friday, May 2Ist, 1954, at 12 noon. 
The President occupied the chair and there were 13 other members 
present. 


The minutes of the last meeting held on May 15th, 1953, were 
read and approved. 


The Hon. Secretary gave a report on the work of the Group 
Committee during the preceding year. It was decided that this 
should be circulated to members of the Group. 


The names of members submitted by the Group Committee 
as officers of the Group for the session 1954-55 were considered 
and approved and they were duly elected as follows :— 

President : Dr. J. Wood-Wilson (for the second year). 

Vice-Presidents : Drs. J. E. Geddes and Hugh Ramsay. 

Hon, Secretary : Dr. J. G. S. McQueen. 

Council Representative : Dr. C. K. Cullen. 

Joint Tuberculosis Council Representatives: Drs. G. W. 'Town- 
send, C. K, Cullen and J. G. S. McQueen. 

Inter-Group Committee Representatives : Drs. J. Wood-Wilson, 
R. M. Orpwood and J. G. S. McQueen. 

Co-opted Members : Drs. G. Lissant Cox, Peter Edwards and 
Hugh Ramsay. 


A meeting of the Tuberculosis Group Committee was held in 
the rooms of the Society on Friday, September 24th, 1954, at 
10.15 am. The President occupied the chair and there were 
also present Drs. F. G. Brown, G. Lissant Cox, C. K. Cullen, 
Peter Edwards, S. Leff, Hugh Ramsay, A. Wilson Russell, F. J. 
Welton, N. V. Williams and J. G. S. McQueen. 


Matters Arising 


(a) Non-Notification of Tuberculosis—The Hon. Secretary 
reported that he had written to the Senior Administrative Medical 
Officers of the 14 Regional Hospital Boards in England and had 
received replies from 13 of them which he summarised. It 
appeared that the position was fully appreciated in most regions 
and that opportunities were taken to keep hospital staffs in mind 
of the need to notify all forms of tuberculosis. Certain suggestions 
had also been made that the attention of other bodies should be 
drawn to the matter—e.g., the B.M.¥, to give publicity, the 
medical schools to indoctrinate students and the Executive 
Councils to remind general practitioners. 

(6) Representation of Northern Ireland.—The secretary reported 
that he had not yet heard from Dr. Norris Whyte as to his pro- 
posed co-option on the Committee. 

(c) Publicity in the Fournal_—The secretary reported a letter 
received from Mr. Elliston explaining his difficulties with space 
in the journal and that a meeting of the Inter-Group Committee, 
at which the matter was to be raised, was expected to take place 
shortly, 


Correspondence 


(a) Home Nursing of Tuberculosis—When in early July the 
Ministry of Health had approached the Society concerning the 
draft memorandum on this subject asking for suggestions for its 
amendment by the end of August, the Administrative Officer 
passed the request to this Committee. It will be recalled that 
the Committee had been severely critical of the document and, 
in consultation with the President, it was decided that nothing 
short of a complete re-drafting would meet the case which was 
manifestly impossible at the time and season. The matter was 
therefore referred to the General Purposes Committee who with- 
drew the Society’s objections to the issue of the original document 
in view of the strictly limited circulation that was intended. 

(6) The Committee approved a payment of a subscription of 
Three guineas to the Joint Tuberculosis Council for its repre- 
sentation thereon. 

(c) A correspondence with the Hon. Secretary of the Dental 
Group was reported which outlined the mutually satisfactory 
liaison between the Hon. Secretary and the Dental Observer, 
Mr. P. G. Oliver, whereby the latter received the Committee’s 
agendas and understood that he would be welcome to attend 
meetings of the Committee whenever matters which might con- 
cern the Dental Group were to be discussed. 

Council Representatives’ Reports—Dr. Welton, who represented 
the Group at the Manchester meeting in July, reported that he 
had obtained an assurance that the divergent views of the Group 
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as to the training of health visitors would receive recognition 
when evidence was being given to the Working Party on this 
matter. He also reported on the matter of the Ministry of Health’s 
draft memorandum on the home nursing of tuberculosis as con- 
sidered by the General Purposes Committee. Two other matters 
of interest were the appointment of Dr. Kenneth Cowan as Chief 
Medical Officer of the Department of Health for Scotland and 
Dr. Buchan’s retirement from Council where he had the magnifi- 
cent record of 42 years’ service. 

The Maternity and Child Welfare Group were producing a 
report on the future of child welfare clinics where paragraphs on 
tuberculosis advocated a search for the infecting case in the family 
where a child under five years of age was found to have a positive 
tuberculin reaction, and suggested that the medical officer of 
health should have power to insist on admission and retention 
in hospital of tuberculous patients who were liable to spread 
infection at home. 

Joint Tuberculosis Council Representative’s Report.—The possi- 
bility of the re-organisation of industrial rehabilitation of the 
tuberculous was reported. The Council continued to take a more 
sétious view of the problem of tuberculosis in immigrants than 
did the Minister of Health judging from his statement of May 
6th, and were in process of gathering further information on the 
subject. In discussion of this point members of the Group 
Committee gave instances of the magnitude of the problem in 
various parts of the country. The possibility of information 
regarding persons in receipt of benefit owing to tuberculous illness 
being made available by the Ministry of National Insurance to 
chest physicians and medical officers of health, was being con- 
sidered and the Council had taken up the question of finding new 
yardsticks to indicate the significance of tuberculosis in the com- 
munity referring it to their committee on the changing Character 
of Tuberculosis. 

The Standing Tuberculosis Advisory Committee.—It was decided 
to postpone consideration of this item till next meeting. 

Organisation of the Tuberculosis Service.—The Committee con- 
sidered a memorandum prepared by Dr. Lissant Cox on “‘ Some 
Administrative Measures to Improve the Tuberculosis Service.” 
This memorandum analysed the position of the Tuberculosis 
Service in the National Health Service and suggested that ‘‘ tuber- 
culosis would be brought into a more rightful position and would 
receive more prominence and greater attention if each of the 14 
Regional Hospital Boards appointed a standing Tuberculosis 
Committee equal in status to their other standing committees 
with whom they would work in necessary relationship and con- 
sultation. The Tuberculosis Committee would report direct to 
the Board on the various phases of tubercle (both respiratory and 
non-respiratory) which are within the present duties of the parent 
Board, gathering them together with the assistance of the officers 
of the Board.” 

Discussion revealed that present organisation fell far short of 
this ideal and that regional boards tended to work with Tubercu- 
losis Services Committees, which might not include experts in 
tuberculosis, and referring for advice to Tuberculosis Advisory 
Committees which might not meet regularly. 

The Committee unanimously agreed to the following recom- 
mendation and directed that it should be submitted to the Joint 
Tuberculosis Council. It was also understood that the matter 
would be brought up in the Committee in the Tuberculosis and 
Diseases of the Chest Group of the British Medical Association. 

“That, in order to strengthen and co-ordinate the efforts 
of the several statutory bodies charged with the duties for 
the Prevention and Treatment of Tuberculosis, representation 
be made to the Minister of Health to take the necessary 
steps to secure the appointment by each of the 14 Regional 
Hospital Boards of a Tuberculosis Committee of equal 
status with the other standing committees of the Board, to 
deal with the general tuberculosis scheme of the Board, and 
related matters ; with the provision for such Tuberculosis 
Committee to co-opt up to a 50 per cent. proportion of its 
membership representatives of the following: (a) Local 
Health Authorities ; (6) the Executive Councils ; (c) 
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Hospital Management Committees ; (d) the Ministry of 
Labour and National Service ; and (e) any other body from 
whom a representative would be of help. In addition the 
committee should contain medical members from the Region 
who are experts in tuberculosis.” 

Other Business——The representatives of the Metropolitan 
Tuberculosis Sub-Group reported that the membership of the 
sub-group had been falling of recent years and that at the General 
Meeting held in July a quorum had not been forthcoming. They 
therefore felt that they could no longer be considered to represent 
the sub-group or the chest physicians of the London area on the 
Group Committee. 

It was decided that the question of the future of the Metro- 
politan Sub-Group must await the Annual General Meeting of 
the Tuberculosis Group, but that this matter and, indeed, the 
future of the Tuberculosis Group itself should be discussed at 
the next meeting. Meantime, in order to regularise the presence 
of the sub-group, representatives at Group Committee meetings 
they (Dr. C. K. Cullen, Dr. R. M. Orpwood and Dr. J. G. S. 
McQueen) were formally co-opted on the committee. 

Next Meeting.—It was agreed that the next meeting of the 
committee should be arranged for Friday, November 20th, 1954, 
at 10.15 a.m. 


A casual vacancy has arisen in the scheme for exchange visits 
between members of the American and British Medical Associa- 
tions during the current financial year. The successful applicant 
will be able to deposit up to £200 with the B.M.A. and to draw 
the equivalent in dollars on his arrival in the U.S.A. He will 
be required to make his own travel arrangements, and should 
begin his journey on or before March 3lst, 1955, Medical 
practitioners in all branches of the profession are eligible. Appli- 
cations, including a statement of the object of the visit, must 
reach the Secretary of the B.M.A. not later than November 29th. 


The Derby Medical Society has presented the County Borough 
of Derby with a George II loving cup on the occasion of the 
borough’s octocentenary. 


PROVISIONAL VITAL STATISTICS, ENGLAND AND 
WALES, THIRD QUARTER, 1954 

The Registrar-General has announced the provisional* figures 
of birth and deaths in England and Wales in the third quarter 
of 1954, 

Live Births.—-Live births registered numbered 167,070, repre- 

senting a rate of 15-0 per thousand population. Comparable 
figures for the third quarters of 1953 and 1952 were 172,976 (rate 
15-6) and 168-030 (rate 15-2). 
_ Deaths.—There were 104,112 deaths registered, representing 
a rate of 9-4 per thousand population, compared with 98,588 and 
a rate of 8-9 in the third quarter of 1953 and 98,613 (rate 8-9) in 
the third quarter of 1952. 

Deaths of children under one year of age numbered 3,530, 
giving a record low rate for a September quarter of 21-0 per 
thousand related live births, compared with 3,832 and a rate of 
22-2 in the corresponding quarter of 1953. In the third quarter 
of 1938 the corresponding figures were 6,629 and 42-5 respectively. 

Stillbirths —There were 3,918 stillbirths registered, giving a 
rate of 22-9 per thousand total live and stillbirths, compared with 
3,709 and a rate of 21-0 in the corresponding quarter of 1953. 
The figures for the third quarter of 1938 were 6,072 and 37-0 
respectively. 

In the following table the numbers and rates of live births, 
stillbirths, deaths and deaths of children under one year of age 
registered in the third quarter of 1954 are compared with those 
4or the third quarters of 1953, 1952 and 1938. 


* Registrar-General’s Weekly Return No. 41, 1954. H.M.S.O., 
ian (or by post from P.O. Box 569, London, S.E.1., price 
ls. 14d.). 


Deaths (including Deaths of infants under 


Third Live births Stillbirths non-civilians) one year 
quarter 
of Per 1,000 total Per 1,000 total live Per 1,000 total Per 1,000 related 
Number population Number and stillbirths Number population Number live births 
1954 167,070 15-0 3,918 22-9 104,112 9-4 3,530 21-0 
1953 172,976 15°6 3,709 21-0 98,588 8-9 3,832 22-2 
1952 168,030 15-2 3,714 21:6 98,613 8-9 3,863 22-8 
1938 158,082 15-2 6,072 37-0 102,545 9-9 6,629 42-5 
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are the Distributors 


For your supplies get in touch 


with any of the following :— 


Black, Taylor & Cowell Ltd., 
Causeway Mill, Long Causeway, Farnworth, 
N Bolton, Lancs. 


Burton, Son and Sanders Ltd., 
35, West Hill, Wandsworth, 
London, S.W.18. 


Cleenol Products, 


Puragene Products Ltd., 
Hygiene House, George Street, 
Summertown, Oxford. 


Sposs Products Ltd., 


82, Fazeley Street, Birmingham, 5. 


10, Sovereign Street, Leeds, L 


Deodor- X Company of England Ltd., 


Cromwell Road, Ellesmere Port, Cheshire. — 


Stephenson Clarke Ltd., 
2, John Adam Street, Adelphi, London, W.C.2. 


J. Evershed & Son Ltd., 
Dolphin House, Dolphin Road, 
Shoreham-by-Sea, Sussex. 


Clean right through with 


Yare Industries Ltd., 
Suffling Road, Great Yarmouth. 


“* TEEPOL” is the Registered Trade Mark of Shell Chemicals Limited. 


for Shell Chemicals Limited \_ | 
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THERE’S MORE TO IT 
THAN MEETS THE EYE 


How true this hackneyed expression is of 
so much in life! 

Just as the periscope portrayed here gives 
little visible indication of the amaz- 
ing piece of machinery of which it 
isan appendage, so the Cow & Gate 
tin conveys little of the vast amount 
of scientific research and painstak- 
ing testing always going on, behind 
the scenes, which ensures that its 
contents are as effective in infant 


feeding practice as human ingenuity = caeam 
COW é GATE MILK FOODS 


= ! 5176 


GUILDFORD SURREY 
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Death of Black Death 
‘©... we do not possess any natural immunity 
against plague. We have to thank our island 
position and the conscientious work of the 
members of our Medical and Sanitary services 
at our sea and air-ports that the disease does 


Plague, for most of us, is something that 
happens in history books—yet in its 
time the ‘“‘Black Death”’ killed millions. 
Much of the credit for making it a 
disease no longer to be dreaded goes to 


Public Health Authorities. By fighting 


dirt and squalor day by day they make 
sure that the conditions favourable to 
such an epidemic do not reappear. 


The silent revolution called sanitation 
has in modern times been carried 
through by men trained in many skills, 
using every resource from dustbin to 
microscope. For the past 60 years they 
have had at their disposal in Izal a 
germicide of outstanding reliability, 
which nowadays is generally recognised 
as the standard by which other disin- 
fectants are judged. 


not gain entrance to our land.”’ 
DR. JOHN DREW, in “* Man, Microbe and Malady.” 


Izal Germicide is 18-20 times as power- 
ful'as pure phenol by the Rideal-Walker 
test. It is less toxic to man than disin- 
fectants made from phenol or cresols. 
Being highly concentrated, it is easily 
transported and stored. Even when 
diluted 600 times, it will kill typhoid 
germs in three minutes. 


Izal Germicide is prepared by Newton 
Chambers under the close control of 
bacteriologists and chemists— whose 
professional ckill is the public’s ulti« 
mate safeguard. 


 germicide 


NEWTON CHAMBERS & COMPANY LIMITED, THORNCLIFFE, SHEFFIELD 
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| There’s very little wrong 
._ with him really except... 


THREADWORMS, wich con bo 


2 rapidly eliminated with ‘Antepar’ brand Elixir, a stable she ADVANTAGES - 
preparation of piperazine, which wide clinical experience 
_ has confirmed as the most efficient oxyuricide in use today. 
The stringent hygienic measures usually associated with ‘ 
threadworm treatment are not necessary with ‘Antepar’,nor RAPID CURE 
: is there need for any special regimen of fasting and purging. te ze = 

Antepar’ Elixir, with its pleasant flavour, is readily ° TOLERATED e 

accepted by children of all ages, and is well tolerated at ° e : 

level. | SIMPLY 

the evel. It 500 fe) ~ ADMINISTERED ° 

piperazine hydrate per fluid drachm and is available in $ 2 ‘ 

i: bottles of 4 fl. oz. (6/6 plus 1/3 P.T.) and 20 fl. oz. . PLEASANTLY ‘ 
24/9—exempt P.T.) subject to discount. 
e 
NOSPECIAL 

$ REGIMEN NEEDED ¢ 

e 
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